— 


< 


the fui 
‘oges 
urs ofte 


b 


in 72 


papers. 


bo 


ase remove cor 


physicion and completely/filled in 
hen pl 


s thot the deoth certificate be executed within 24 hours ofter deoth. 


The low requ 


After this certificote has been signed by the attendin 


e 3 should be detoched for use as the buriol-transit permit. 


0 
should be fied with the State Dept. of Health prior to buriol, cremotion, or removol, ond in ony event, wit 


Page 4 may be retained by the hospital or ottending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 
director, pi 


TO FUNERAL DIRECTOR 


ve AIS (4) 
25M 1/67 


¥ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 2120) 


13684 


CERTIFICATE OF DEATH 


13688 


1. PLACE OF DEATH 


. COUNTY 
3 Carroll 


MARYLAND 


2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmisstan) 
a. a b. COUNTY 2 ava 
laryland Baltimore 


b. CITY OR TOWN (If outside carparate limits, 
write RURAL ond give neorest town) 


Sykesville, Maryland 


LENGTH OF STAY IN 1b 


1Oyr9me ly days Baltimore City 


c CITY OR TOWN (If outside corparote limits, write RURAL ond give neorest town 


d. NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street oddress) 


. 1S RESIDENCE 


d. STREET ADDRESS. 


; ON A FARM? 
Springfield State Hospital 843 N. Eutaw Street ves C] no BX] 
3 NAME OF First ‘Middle Lost 4, DATE Manth Day Year 
f OF 
(Type or print) Antho: DEATH 10 a 19 67 
3. SEX 6 COLOR OR RACE | 7, MARRIED [] NEVER MARRIED []] @ DATE OF BIRTH 9, AGE (In yeors [_IFUNOERT YEAR | IF UNDER 24 HRS. 
lost, birthday) Months | Days Min. 
Male White wipoweo [7] pivorclo TR] 5-15-09 fs 
10a. USUAL OCCUPATION (Give kind of work dane 10. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, ar foreign country) 12. CITIZEN OF WHAT]. S, A 
during most af working ven if retired) Bern’ St 1¢ COUNTRY? 
borer e Steel lo. Italy naturalized 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Baglione Bessie Tomeo 
2 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address Sykesville, 


Gee parutad] bia wor or dotes of service 23-09-1535 


Springfield Hospital records Maryland 
TB. CAUSE OF DEATH (Enter only one couse per line for (0), (B), ond (c)) INTERVAL BETWEEN 
( FAR OA Rs TE cause (o)__ACute pyelonephritis and suppurative nephritis Da/SWesks 
DUE TO 
Conditians, if any, which gove »)_ Bilateral bronchopneumonia Days 
tise to immediote cause (0), DUE TO 


stoting the underlying cause 


‘ost. a 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 


reaction 


19. WAS AUTOPSY 
PERFORMED? 
YES xo (] 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 


= 

So 

& Psychotic Depressive 

= 2Do. ACCIDENT WAS UNDERLYING C1 

& | OR CONTRIBUTING C1 CAUSE OF DEATH 

© | (IF ETHER, NOTIFY MEDICAL EXAMINER) 

S | 20c. TIME OF INJURY Manth, Doy, Year 

2 Hour ‘o.m. While 
p.m. 19 at work 


20d. INJURY OCCURRED 


Not While 
ot work, 


O Oo 


21. L certify that (QX (this hospital) attended the deceased from 


saw the deceased alive an 1O= 


19_67 


2e. PLACE OF INJURY (Home, form, 
factory, street, office bldg., etc.) 


a=T6= 1956 ta_1L0=15= 
and that death accurred atJO<) SAMfrom causes and an the date stated obove 


20f. (City or tawn) (County) (Sfote) 


19.67, that ( (we) last 


22a. SIGNATURE 


accel aa Oppo 


ATTENDING 


MED. STARE 
PHYS, 1 oirecror 


MD. PHYS. 


aor 67 


‘7c. PHYSICIAN'S 


NAME (Type) 


Suha Ozgun, M.D. 


| 22d. ADDRESS 


23a, BURIAL, CREMATION, 
oe a 
UPLa. 


23b. DATE THEREOF 


23c. NAME OF CEMETERY OR CREMATORY 


73d. LOCATION (City ar Town) (County) (Stote) 
7401 German Hill Rd., Ma. 


1S FUIERALIOIRECTOR, 7) 
| airs 
fastég bs ALAS 


10-18-67 Sacred Heart Cemete 


36224 Bed ioey Aven. 


2Sa. REC'D BY REGISTRAR ‘2Sb, REGISTRAR’S SIGNATURE f 
[mer 2 0. 196f ferortn Snape 


©) 


J 


oT 


f 


she 
QV 


<£ 
o 
& 
eh 
5 
eS 
o 
2 
4 
° 
pa 
x 
a 
i: 


filled in by the ¢ 


an papers. Pag 


hen please remave carban p 
crematian, ar remaval, and in any event, within 72 haurs 


I-transit permit. TI 


The law requires that the death certificate be execé 


Page 4 may be retained by the haspital ar attending physician. 


After this certificate has been signed by the attending physician and cai 


shauld be filed with the State Dept. af Health priar to burial, 


director, page 3 shauld be detached far use as the bu 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO FUNERAL DIRECTOR: 


VR AIS (4) 
25M 1/67 


13683 


MARYLAND STATE DEPARTMENT OF HEALTH 


CERTIFICATE OF DEATH 


DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


I3689 


|. PLACE OF DEATH 
a. COUNTY Carroll 


MARYLAND 


2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admissian) 


a. STATE Maryland 


». COUNTY Prnedarick / 


b. CITY OR TOWN (If outside carparate limits, 


writg RURAL and give negrest tawn) 
Rur, a=Sykesviile 


ig 


LENGTH OF STAY IN ib 


ly. 2hdays 


¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 


Braddock Heights 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) 


Springfield State Hospital 


d. STREET ADDRESS 


Box 57 


© 1 RESIDENG 
ON AFAR 
ves (_] Nose 


3. NAME OF Fist Middle last 4 DAE Manth Day Year 
F 
Type. print) Agnes Barthel DEATH lo 8 
5 SEX S COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [-]] 8. DATE OF BIRTH AGE yeas [IEDRDER Ta 
J birthday) [Months | Days mi 
female white WIDOWED pworced []] 12/25/91 FS ts. 


10a. USUAL OCCUPATION (Give kind af wark dane 


10b, KIND OF BUSINESS OR 


11. BIRTHPLACE (County & State, or fareign 


cauntry) 17. CITIZEN OF WHAT 


during masgaf working life, even if retired INDUSTRY COUNTRY ? 
Social work” '"" New York USA 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Woods Dedtwxk Bridget Gartland 
16. SOCIAL SECURITY NO. 17. INFORMANT Address 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
If yes give war ar dates af service 


(Yes, na, ar unknown) 
no 


055~2-3888 |S 


ngfield Hospital records, Sykesville,Md. 


PART 1. DEATH WAS CAUSED BY: 


18. CAUSE OF DEATH (Enter only ane cause per line far (a), (b), and («)) 


DUE TO 
Canditions, if any, which gave (b) 
rise 10 immediate couse (a), DUE To 
stating the underlying cause 
ike ea 


IMMEDIATE Cause (0) AYteriosclerotic cardiovascular disease 


INTERVAL BETWEEN 
SET we DEATH 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 9 bee! 
Chronic braiin syndrome with senile brain disease with psychotic reaction Xo 1 


‘200. ACCIDENT WAS UNDERLYING 1 
‘OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


We. TIME. OF INJURY Month, Day, Yeor 
Hour ‘a.m 
pm 9 


MEDICAL CERTIFICATION 


sow the deceosed olive on 


While 
atwark 
21. 1 certify that &) (this hospital) ottended the deceosed from . 
1967, ond thot deoth occurred ot Os 


20d. INJURY OCCURRED 
o Nat While 


at wark 


Te, PLACE OF INJURY (Home, farm, 
factary, street, affice bldg, etc) 


20f. 


| () 


‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 ar Part II of item 1B.) 


(Cy or town) (Gounty) (State) 


1 , thot §% (we) lost 


pat 
bl 


Fhe, couses ond on the dote stoted obove. 


22a. SIGNATURE 


2c. PHYSICIAN'S 
NAME (Type) 


CZ 4 
los Ge 


ATTENDING MED. 
YS. DC orector O 


22b. DATE SIGNED 


Pas. 10/9/67 


MD. PI 
Lee CoD. le ORS Springfield State Hospital 
ve ____ Sykesville, Maryland 


To. BURIAL CREMATION, | 73 DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Td, LOCATION (City or Town) (County) (State) 
REMOVAL (ped 
Hue hay” 10/11/67 St. John’s Cemeter Middle 


24. FUNERAL DIRECTOR 
M. R. Etchison & Son, 


ADDRESS 


Sa. RECD BY REGISTRAR 


21701 |oMGT 11 196 


7 ‘2b. REGISTRAR'S SIGNATURE 


on ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


— 


d with the State Dept. af Health prior ta burial, crematian, ar remaval 


. e myn 
ey 13586 CERTIFICATE OF DEATH 13690 
$ Bes 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
3s 53. o. COUNTY a, STATE b. COUNTY ‘ / 
5 255 CARROLL MARYLAND Maryland Washington ~ 
eS BS b. CITY OR TOWN (If outside corporate Imi, ¢ LENGTH OF STAY IN 1b «CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
sy writ nd, gi rest town aa 

B 5 SPRES PELE ll yr. 2 mo. da Hagerstown (oe 
= Ss NAME OF HOSPITAL OR INSTITUTION (If not in hospifol, give street oddress) 4. STREET ADDRESS © RRSDEE DENTE 
= Sss ? 
= £28 /2| SPRINGFIELD STATE HOSPITAL 713 Maryland Avenue ves CE) not 
= Sse 3 hen a First Middle Lost 4. pate Month Doy ‘Year 
= Soe F 

S5e (ype or print) DONATO NMN BASTLE DEATH 10 1696 
g Eee 5. Shy 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED (_]| 8. DATE OF BIRTH % AGE fin ete F 

> I 

pi os wiooweD oworco []} 11/29/188h Bprvren 
‘ sf&e 100, USUAL OCCUPATION (Give kindof work done Tob. KINO OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 3 
is § 2 luring moshaf grin lip exer tasted) ry oR ent mfg. Ital hs wee 
= Bas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= 2 
eS: Stephen Basile Marie F. 
Pt ss 1S. WAS DECEASED EVER INU.S. ARMED FORCES? __‘| 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
3 fe Se |(If yes give wor or dotes of service! s field State Hospital Resoras 
3s gé ring 
ees = 1B. CAUSE OF DEATH (Enter only one couse per line for (0). (b), and (<)) INTERVAL BETWEEN 
= ote PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
BLS ; IMMEDIATE Cause (0) Bleeding gastric ulcer 
ates yo DUE To 
ee Conditions, if ony, which gove () Bronchopneumonia 
ae i= tise to immediote couse (a), DUE To 
g 4 3 
5 pny i undguYung “ease F Arteriosclerotic heart disease 
o —_— 
2 
= 
z 
4 
So 
a 
> 
x= 
a 
oO 
= 
a 
= 
& 
— 
=< 
« 
i=) 
= 
= 
= 
= 
a 
i=} 
= 
i=) 
4 


> 
wee 
c2s 
5. ie. 
Sous 
3 BS 
£55 
ae 
Peco 
£32 
3s 25 
238 zz | PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) PAC TLON 19. WAS AUTOPSY 
@ 4 eS i oe . 2 ? 
owes ! = CBS assoc. with circulatory distb. with cerebral art. with psychotic | 1 no 1) 
3 2s = 200, ACCIDENT Ws UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port II of item 1B.) 
2 & | OR CONTRIBUTING LI CAUSE OF DEATH 
258 © | (IFEITHER, NOTIFY MEDICAL EXAMINER} 
fos © | 20c TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED Me. PACE OF HDURY (Home, eh 20 (City or tawn) (County) {Stote) 
23 2 our om. While Not While foctory, street, office bldg,, etc. 
= Se > p.m. 9 ot work L] of work oO 
= 22 21. (certify that (I) (this hospital) attended the deceased fram B710/56_19___ to_10/716/67 , 19__, thot (1) (we) tos 
2 za saw the decegsed glive ong @QO/16/6 19____, and that death occurred at M, fram causes ond an the date stated abave 
Ses 2b. DATE SIGNED 
. ee ATTENDING MED. pf STAFF loftYb7 
32cR ! ; M.D. _ PHYS, DIRECTOR |i PHYS. 
a BE 2c. PHYSICIAN'S 72d. ADDRESS 
es Nan (Tyee) Isaac E, Hapner, MeDe 
w So 
23 a3 730. BURIAL, CREMATION, 7b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City or Town) (Caunty} (Stote) 
25257 Db hoya pecify) 10-19-67 Rose Hill Cemetery Hagerstown, Md. 
= 24, FUNERAL DIREGTOR "ADDRESS 25 cq REC BY REGIST 256, »REGISTRAR'S SIGNATARE 
VR AIS (4) Vy. p OA iy 7 2° 
25M 1/67 Ge DA 
panynig_t 


e \ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within-24 hours 


tafeoth. 
3, biel 


Poge 4 may be retained by the hospitol or attending physician. 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the ottending physicion and complete! 


jes 


t 


VR AIS 
‘25M 1/1 


ind 2 


Pag 
ours after death. 


hen please remove carbo! 


led with the Stote Dept. af Heolth priar to burial, cremation, or removol, and in any event, w 


je 3 should be detached for use as the burial-transit permit. 


director, 


enh 


shauld bi 


Y XX \ 


OV Ae So Pea tile 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


rd Var 
13584 CERTIFICATE OF DEATH 13691 
is a OEATH 2. USUAL RESIOENCE (Where deceased lived, if institutian: Residence befare coin 
0. COUNT a. STATE b. COUNTY 
CARROLL MARYLAND MARYLAND Alleg 
b. CITY OR TOWN {If autside carparate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corparate limits, write RURAL =a give nearest tawn) 
“ey esv ite y 
lyr 11 mo 1)j/ da Frostburg G/~ J 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS ¢. Fig ob ans 
Springfield State Hospital 17 W. Main Street. ves Ey No Ed 
3. NAME OF First Middle Lost 4. DATE Manth Day Year 
OECEASED | OF 
(Type or print) JAMES GORDON BEEMAN DEATH 10 
S. SEX 6. COLOR OR RACE 7, MARRIED. ¥) NEVER MARRIED. (a 8. DATE OF BIRTH 9 ned In ro 
iast Jo" 
Male W widower [7] pivorco []} 02/22/12 eis. 
1 USUAL Seee cueive ang at done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {County & Stote, or foreign country) 12. aa OF WHAT 
using (astat working lite, even | retire 
Labore stits ROADS Maryland WeS.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Samuel Beeman Laura Babe Hor ton 
(ie WAS bie ay fy U.S. ARMED eee a 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
es, nag, ar unknown, Ss give war of doles af service] = 
1 ae 213-10-9859 | Springfield Hospital Records 


1B. CAUSE OF OEATH (Enter anly ane cause per tine far (a), (b), and (c).} 
PART |. DEATH WAS CAUSED BY: 


THGRVAL BETWEEN 
IMMEDIATE cause (o)_Confluent bronchopneunonia 


MP DEATH 


A DUE TO 
conditions Hist seni aa o)__ Arteriesclerotie heart disease 
rise ta immediate cause (a), DUET 
stating the underlying couse 0 
lost. (9 inalie 
= | PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
Ss : . : 
=| CBS assoc. with cerebral arteriosclerosis with behavioral reaction ves [NOL 
= 20a. ACCIDENT WAS UNDERLYING ‘2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Ii af item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Nome, form, | 2Df (City ar tawn) (County) {State} 
3 Hour “o.m, While Not While factary, street, affice bldg., etc.) 
p.m. 9 at work L) at wark oO 
21. | certify thot (I) (this hospital) attended the deceased fram. © O/eO/ _, 19 f, thot (I) (we) lost 
sow the deceosed olive on To 26 19_67,, ond that death accurred 1 82158 from causes ond an the date stated abave. 
22a. SIGHATURE actus ids ae 2b. DATE SIGNED 
Ochre cto WM) LAaturt wo ene”? Cl Brecon OO pis, (3%) 10/26/67 
Tc. PHYSICIAN'S 7// 22d, ADDRESS 3 
NAME (Type) “ Alfredo M. Labrit, M. D. Springfield State Hospital 
72a, BURIAL CREMATION, 2b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City ar Town) (County) (State) 
sei 
ED eect) |ocT.29,1967| FROSTBURG MARYLAND 


REC'D BY REGISTRAR 


OCT 31 


{ 


in 24 hours after 
in by the funeral 
1 and 2 should 


iad 
ges 


2 hours afte 


C 


ers. Pay 


executed 


— 


withii 


ind €0 
on shh 


lease removel cai 


x 


ding physician/a! 
|, cremation, or removal, and in any ever 


te has been signed by the atten’ 


should be detached for use as the burial-transit permit. Then pl 


| or attending physician. 
be filed with the State Dept. of Health prior to burial, 


ATTENDING PHYSICIAN: The law requires that the death certificate be. 


be retained by the hos 
ECTOR: After this cert 


TO HOSPITAL 
death. Page 

TO FUNERA 
director, page 3 


VR AIS (4) 
15M 7/61 


“ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13688 | CERTIFICATE OF DEATH 


eye NQgey 
1. PLAGE OF DEATH ‘z 2, USUAL RESIDENCE (Whore dacoosed lived, If Insfution: Randsncs belore admission) 
a 
: e. STATE b. COUNTY 
Carroll MARYLAND Me. O 
_B. CITY OR TOWN if oukide corporate tits, ¢. LENGTH OF STAY IN Ib “c. CITY OR TOWN [If outside corporate limits, write RURAL end give neeres! town) 


sees ye and meee nearast town) Ovings Me ff l S 


d, NAME OF HOSPITAL OR ee Be not in hospital, give straet eddrass) d. seek ADDRESS e iS RESIDENCE 
aoe aoe Genenak tloapt. 11137 Reisterstoun Road wl TNoRL ra 


NAME op First “Middle “Last 
. fQ 
(Type or print) €dith x bosley 
PS. SEX “ - COLOR OR RACE! 7, maRRiED oO NEVER MARRIED fc] | & DATE OF BIRTH 9. AGE (In years }1F UNDER 1 YEAR| iF UNDER 24 HRS. 
ae Months] Da: He wi 
4 nths| Days | Hours in, 
Female f wow F] — vivorceo ec. 23, 7900 ob | 


i. USUAL OCCUPATION (Giva bret work 10b. KIND OF BUSINESS OR INDUSTRY | | VW. BIRTHPLACE (County in Stata, or forsign country) 


Renee 3. 2 a, retired) | Balto. (Co. Med. . 


13, FATHER'S NAME ar aS “14, MOTHER'S MAIDEN NAME 


| 4. DATE Month 
OF 


Pe dO 2 97 


12. CITIZEN OF WHAT COUNTRY? 


_ USA 


Noah A. Loaley Violet dies 
iss WAS ee ve INU. ARMED Forcis? 16. SOCIAL SECURITY NO.] 17, INFORMANT ~ Address . 
No, of unkown’ yesgi rarordati ica) 
jo ew | 276-05-1656 |ina, Lillian &. Baublitz Ovings MALs, td. 
/ 1B. CAUSE OF DEATH [Enter only one cause per line for (¢), (b), and (c).]__ TITERS BETWEEN 
PART |. DEATH WAS CAUSED BY; P58 cS coh age 
IMMEDIATE CAUSE fe) CONGESTIVE LERET. PAL b-CWEV= | WEEKS _ 
. DUE TO 
Conditions, it any. which wo (PRTERIOSCLE LTC ERT. Nn seesé _| Were s_ 2 
gava rise to immadiata cause 
DUE TO 


(e), stating tha undertying 
causa last. 7 te) 


6 PART Il. OTHER SIGNIFICANT CONDITIONS RIBUTING TO DEATH BUT NOT RELATED TO © THE TERMINAL DISEASE CONDITION GIVEN IN PART Tie) Ra AS felt 

= 

& Y, (PIB E TES Meee rres ‘4 gee) SSIs 
= 120a. ACCIDENT WAS UNDERLYING og 20b. DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part! or Pert It of itam 1B. ) 

| OR CONTRIBUTING [] CAUSE OF DEATH 

GB Je EITHER, NOTIFY MEDICAL EXAMINER) 

s 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
3 Holic come Whila __ Not Whila factory, strat, offica bldg., atc. 1 ‘ 

=z Be. 9 at work [] et work [_] 


21, | certify that (I) (this hospital) att 


pay the ar Cc a A Lek ® a 97 to... LOLLE...., 19. 62 that (1)_(we) last 


Zz, and that death occured nie PM. from the causes a on the date stated above. 


aces om [ARE Meo A ties 


saw the deceased alive on... 


PHYSICIAN'S 
NAME (Type] 


22d, ADDRESS 


Za, BURIAL, 23b. “DATE THERE: [236 NAME OF CEMETERY OR CREMATORY iw LOCATION Tain town J 


Bin sie | 10 et. 17, 67 ke Weasley (emetery arnold (« (0. 


UOT, Cline hina Reiatensto Bi Pi i a a 


—, 


je funeral 
1 and 2 
fter death. 


: 


nletely fi 
bon pai 


Ove,.ca 


any event) within 


ian a 
lease rem 
in 


ed by the attending physic 


-transit permit. Then 


d with the State Dept. of Health prior to burial, cremation, or removal, and 


gn 


The law requires that the death certificate be executed within : hours after death. 


Page 4 may be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the burial 
hould be file 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certificate has been si 


VR A1S5 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


21368¢ CERTIFICATE OF DEATH 13693 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
awe 11 a. STATE b. COUNTY i 
Lt MARYLAND Maryland “a v 
b. CITY OR TOWN (If outside corporate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (lf outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 5 
Sykesville Baltimore : L 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS ©. 1S RESIDENCE 
Fs ON A FARM? 
Springfield State Hospital 2025 N. Bentalou St. ves Be]_nof] 
3. Pearce First Middle Last 4, BATE. Month Day Year 
(ype or print) = Mary Te Boyd Dean October 31 = 19 67 
5. SEX 6. COLOR OR RACE | 7, MARRIED) NEVER MARRIED %. DATE OF BIRTH 9, AGE (In years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Wesiails N x] QO last birthday) Months | Days | Hours | Min. 
‘emale legro WIDOWED [] pivorceo{]| 11-22-02 wet 


10a. USUAL OCCUPATION ake Kind of work done 


12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) OUNTRY? 


— 
105. RIND GF BUSINESS OR TL. BIRTHPLACE (County & State, or forion country) 
Private Family Virginia (Millwood) 


Domestic U.S.A. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Henry Taylor, dec. Rebecca 
anes DECEASED er INU;S- ARMED FORCES? 16. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 
or unkown. es give war or dates of service, 
No 215-22-0212-A Hospital Records 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] pd 
FORT OEE TS eit ust (__Arteriesclerotic heart disease years 
‘i DUE TO 
Conditions, If any, whlch q)_bronchopneumonia days 
gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 

& | PaRTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(@) |19. WAS AUTOPSY 
jE aaa 2 
|S] Bilateral old sub-dural hematemas ves} No TL] 

i= | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of Item 18.) 

| OR CONTRIBUTING (j CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

| 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 1200, PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) (State) 

a Hour a.m. While Not while factory, street, office bidg., etc.) 

2 p.m. 19__lat work} at work 


, 1967_, to , 19___, that (1) (we) last 


and that death occurred at Zz}. OM from the causes and on the date stated above. 
2b, DATE SIGNED 


21. I certify that (I) (this dar 5,4 attended the Geeeaeed from 


saw the deceased alive on_October 31 19 
72a, SIGNATURE 


ATTENDING MED. STAFF 
3 mp. PHYS. &X]__birector []_PHys. al 
22d. ADDRESS 


acio, M-Deg riehae nS Springfield State Hospital, Sykesville, _ 


23b. DATE THEREOF ial » NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Made (State) 
11/3/67 Arbutus Memorial Park Arbutus Balto Co, Md 


Te FREE DRERTOR ADDRESS aa REG 25b_, BEPISTRAR'S SIGNATURE 
Herbert E. Nutter 3035 W. North Ave ee ti a 


226, PHYSICIAI 
SOEHe J. 


23a, BURIAL, CREMATION,| 
REMOVAL (Specify) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


IMMEDIATE CAUSE (a) 


2 ~ 
13€30 CERTIFICATE OF DEATH 13694 
< 
3 is |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institutian: Residence befare admission) J 
oy Sx a. COUNTY a. STATE b. COUN! 
5 275 CARROLL MARYLAND MARYLAND ‘FREDERICK 
ss +2 3S b. cM ey i autside corparate ri , LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside carporate limits, write RURAL and give nearest tawn) 
Go ee oe write and giv st town} 
§ 228 SYKESVILLE lyr. 1 da FREDERICK EP 
& = «c= 4, NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street address) &. STREET ADDRESS © RREDENE 
= | ? 
one !2] SPRINGFIELD STATE HOSPITAL 143 W. Patrick Street ves L] xo 2 
=£ Neg: 3. NAME OF First Middle last © DATE Manth Day Year 
os IF 
2 = = (Type ar print) BERNARD BELL BROOKS DEATH 10 29 v 67 
eee 
Re Ge 3, SEX 6. COLOR OR RACE | 7. MARRIED [3 NEVER MARRIED [_]] 8. DATE OBWRTH B23] OG] % ACE [in ie FUNDER YEAR TTA TNDER 74 ARS. ra 
> las! 10) urs & 
g ae q Male White wioowed (] pworceo (}} 08/82/96 vs. ie Helle 5 
aS 10 USUAL OCCUPATION [Give i af eee TOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign cauntry) 2 Te OF WHAT 
a e luring mast of working lite, even if retire INDUSTRY 
2 88 e liveryman Dai. Manyhend Kansas Usa 
= ‘ga. 13. ERS Neue 14. MOTHER'S MAIDEN NAME 
= Ze 
= 6S + Emma Bell 
He nets Thomae. Brooks Mi-tdred—Bet] 
£ ze tte WAS a a fy U.S. ARMED. adie f 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
= es, Na, ar unknown, ve-wal lates af service} 
& 35 es Tote “19 217~10-0192 HOSPITAL RECORDS 
Fy 
2 a ae 18. CAUSE OF DEATH (Enter anly one cause per line far a), (b), and (c).) INTERVAL BETWEEN 
= £5 PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
She 
cS Sey 
Seas 
S25 
= 
= 
5 
© 
2 
ee 


< 
5 
3S 
a> 
= 
5 
< 
= 
z 
5 
€ 
5 
5 
5 
o 
3S 
€ 
<¢ je 
s S DUE 10 
& 22 ponernar eo which ae o)_Arteriosclerotic heart disease with old 
as23 mediote cause (a), DUE To 
stoting the underlying couse . . 
Pset ct Myocardial infarction 
27.8 = 
B.S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
EB, i4d3 —_aeeee ‘ EREORMED? 
-2S= | |e] CBS assoc. with cerebral arteriosclerosis with psychotic reaction YES NO 
at a eg Ss 
as SSE = SE At Rae a ‘0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 ar Part Il of item 18.) 
seers =] or 0 
a Sss2 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
er ee S [20 TIME OF INJURY Manth, Doy, Year 20d, INJURY OCCURRED] 20e. PLACE OF INJURY (Home, farm, | 20F (City ar tawn) (Caunty) (State) 
* 22s" 2 Hout ‘o.m. While Nat While factary, street, office bldg,, etc.) 
oles pm. 19 atwark C) ot work CI 
£2s = - - - 
a5 cae 21. | certify that (I) (this has e) attended the deceased fram__O6 , 19270_, to Ofe? __, 198, that (1) (we) last 
S 2 gee saw the deceased alive an 9 1927, and that death accurred at 9220.M, fram causes and an the date stated abave. 
= ores a, SIGNATURE 2b. DATE SIGNED 
@ ie, E , ATTENDING ED. STAFF /29/6 
Sells nh A MD. PHYS, Gel pipector pays, LJ] 10/29/67 
Zo 8 We. PHYSICIAN'S J Td, ADDRESS . 
eget | NAME(Type) Rafi Q. Iqbal, M. De Springfield State Hospital 
ao So 
SuZes Za. BURIAL, CREMATION, ‘3b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (State) 
Soule REMOVAL (Specify) # 
et go% RB A N 


RL ove 1-1967 |Mt. Olivet Cemeter Frederick, Md. 21701 
24. FUNERAL DIRECTOR j ADDRESS Wa, RECD BY REGISTRAR | 25h. REGISTRAR'S SIGNATU 
vais PNUB toni Sk E°SSR 7 Bredertol? te Tee omOT 31 ‘967 fPbonttg Nacsigt. 


] 


FOR STATE 


HEALTH PD 


TO DEPUTY A EXAMINER: This certificate should be executed within 24 hours after deoth @... is 


in Item 18. Give Poges 1, 2, ond 3 to 


the funerol director. Poge 4 should be forworded to the Chief Medicol Exominer's Office along 


5 moy be retained far your files. 
TO FUNERAL DIRECTOR: Page 3 should be used os o burial-transit permit. File pages lond2 


necessory, pleose execute the certificate, writing the ward “pending” in pen 


SS 


ith form PM3. Page 
jours after deq 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


¢ I @r 
1369% MEDICAL EXAMINER’S CERTIFICATE OF DEATH 13695 
a 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0, COUNTY o. STAT COUNTY 
Carroll MARYLAND faryland Gattoll 
b. CITY OR TOWN {If outside corporote ry . LENGTH OF STAY IN 1b c CITY OR TOWN (If outside-corporate limits, write RURAL and give nearest tawn} 
wt Le Pane pears ee) Bry ee 2 
= Life Rural-Mt. Airy 
d a r pa OR INSTITUTION Ta not in hospital, give street oddress) 4. STREET ADDRESS 
R. D. 4 R. D. 4 
3 NARE‘OF First Middle Lost 4, DATE 
(Type or print) CHARLES on B USSARD DEATH 
5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [_]| B. DATE OF BIRTH 9. AGE tnd 
irthdo 
Male White wipowen pvorceo C]|July 15 3 1870 oY nl 
100, USUAL OCCUPATION {Gre Kind of work done Tb. KIND OF BUSINESS OR TI. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT 
dg Teg g life, even if retired) INDUSTRY 5 COUNTRY? 
ruc armer Howard Co., Md. J 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Randolph Bussard Mary A. Kaire 
TS. WAS DECEASED EVER INU.S, ARMED FORCES? 16. SOCIAL SECURITY NO. 17 INFORMANT ‘Address 
(Yes, no, or unknown) {{IF yes give wor or dotes of service} : - * 
To 220 = 54 — Ol Mrs. Mary Brothe R Airy, Md. 
1B. CAUSE OF DEATH (Enter only one cause pep-ting for (0), (b), ond (<).} 4 HERVAL 4 i EEN 
PART |, DEATH WAS CAUSED BY: ' OSTA 
IMMEDIATE CAUSE (0) MS 4 A et Ae PAA 
7 f DUE TO p Wr 
, a @z A ei ) ML 
Conditions, if ony, which gove (b) LKR ry > a 


rise to immediote couse (0}, “a. 

stoting the underlying couse Bee ¥ bg Ca Lar egede-te< 
Add cer garg ‘ 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 


19. WAS AUTOPSY 


Health or its designoted ogent, prior to burial, cremotian, or removol, ond in ony event 


VR AISME ( 
6M 1/66 


z PERFORMED? 
3 ves (] NO 
& [700 EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 1B.) 
& | PRIMARY CJ or CONTRIBUTING 
| cause oF DEATH. 
SP om. TIME, OF INJURY Month, Doy, Yeo 20d. INJURY OCCURRED He. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote) 
2 Hour o.m. While Not While foctory, street, office bldg., etc.) 
= pm. 19 otwork L]_otwork C1] 
21. I certify that | taak charge af the remains described abave, held an Autapsy [_], Inspectian [J], Inquiry (J, and in my opinion 
death resulted from: __ Natusobeavsesf§4/) Accident [_], Suicide [J], Homicide [[], Undétermined manner [_] 

‘ V {7 wi, oe CHIEF MEDICAL EXAMINER [J] 

Sahtie ( U O ek GD CL tC Awd sistant wenicat examiner C) ee at 

EXAMINER'S —— 4 DEPYTE MEDICAL EXAMINER ML £0 

/ ree Sy 

NAME (Type) WW. Glenn Spefeher AapresSSheet ih tepopouny a4 . 
230. BURIAL CREMATION, 23b. DATE THEREOF 7 23c. NAME OF CEMETERY OR CREMATORY Pde POATIQN flty-or Toya} 

REMOVAL (Speci sah : ag 

Dorset / 967| Bethesda Cemetery _—==ireomem ‘ Z 
28, FUNERAL DIRECTOR ADDRESS 2S i BY REGISTRAR 2b. REGISTRAR’S SIGNATURE 
C. M. Waltz Box 241 Sykesville, Md. Q Suc 


MARYLAND STATE DEPARTMENT OF HEALTH 
12833 JON OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ob 


5. SEX 6. COLOR OR RACE 7, MARRIED ["] NEVER MARRIED [_] | ©. DATE OF BIRTH 


/ 


= MM CERTIFICATE OF DEATH 13696 

2 28 1 a OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

275 BPRROLE Leo MARYLAND IPO LAL Aa) 2 COUN ee OLL. 

= 3s b. CITY OR TOWN (if outside cor] porate limits, c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 

Bee write RURAL and give nearest town! = PIO WEDT a y) 

Sf | en ei hs scat somite ORE nen 

= 3 x 5 aieT OR INS Urn (if not in hospital, give street address) || d. STREET ADDRESS e Paps is 

eee SIEAILONM CONS UY. oriIzE CEE 2 boone ee ves} no fe 

Zs 3. NAME a3 i= Middle | AL” pare Month Day Year 
@ ) Mpeorpint)  APL/S/CE YAR LS, ioe DEATH COZ, SF Pe 

34 


9. AGE (in ears 


last day) 


IF UNDER 1 YEAR at a UNDER 24 HRS. 


‘Months | Days | 4 
FEMACE| fi 7E | woowen PZ _ oworceo] OCT. 28, 788 Z ee 5 a al Vl hei, | ois 
10a. USUAL OCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS OR TH. BIRTHPLACE (County & Stale, & forion county | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY | . COUNTRY? 
MOUSE ~ Vt FE CARROLL CAZED, : ‘ 
13. FATHER'S NAME i; 14. MOTHER'S MAIDEN NAME 
CAARLES SHUEY | SeeaH Bace GER 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address SAA = 


(Yes, no, or unkown) | (If yes give war or dates of service) 
<i — 


2-1 7OOK STERLING SBVERS | ADIRELS 


18. CAUSE OF DEATH [Enter only one cause per line for (a) tb), and (g).3 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Congerle A Z, 7, Gee eo mp CEe 
IMMEDIATE CAUSE {a). 
DUE 0 Conerabized! Kher ry 
Cenditions, If any, which » Gonevabised! MMhexae 
gave rise to Immediate 
cause (a), stating the ( OUETO 
underlying cause last. {c) 7 


The law requires that the death certificate be executed within 24 hours after death. 


5 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITIONGIVEN IN PART l(a) |19. Weenies 
= SSeS Se 
; § yes [] NO ig 
nal = | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1! of Item 18.) 
§ | OR CONTRIBUTING [} CAUSE OF D! ” 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m, While Not white factory, street, office bidg., etc.) 
a 
= 19 at work at_work oO 


he State Dept. of Health prior to burial, cremation, or removal, and in an 


21.1 certify that (I) (this hospital) gttended the deceased from. 2 : 19, toK lg, that (I) (we) last 
seat the deceased alive om & P23 and that death occurred atm, from the causes and on the date stated above, 


SIGNATUR 22b. TE SIGNED 
elon B (Kacuk.. wo. PHS A) Bintoror CJ mae OVO HL7. 

eae “3 | 22d. ADDRESS 

| ORour ke | SOW Maen St. Westminster 


ar R. THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or ee PY) . re 


R Bees sei y a C ya (RA. DELL atari KU: CLR) 


Bs FUNERAL DIRECTOR 11 Wor 25b? MEST MALAY 


3 P22Gle Ap MOT ixsTn, Dall | ws BY fo-enlag mage, 


23a, 


director, page 3 should be detached for use as the burial-transit permit. Then please rem 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
should be filed with t 


ve AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


13693 CERTIFICATE OF DEATH 13697 


] 


21. | certify that (I) (this the, attended the deceased from. ; U. aia , 19__, that (I) (we) last 
saw the deceased alive an. = 19____, and that death occurred at 233 , from causes and an the date stated abave. 


i Gass 
i= ees 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institutian: Residence before admission 
3 835 a, COUNTY 0. STATE ‘OUNTY 
ae arroll MARYLAND Har yland atti more City. - 
= 2 es b. CITY OR TOWN {If outside corparate limits, . LENGTH OF STAY IN Ib © CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest tawn 
2 
ENS write RURAL and give nearest town) 
2 BY3 kesville 7mos .21d Baltimore 3 
= oe d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) od STREET ADDRESS 
= o é 
= ee / A pringfield State Hospital 1935 Pennsylvania Ave. 
s = 
= >= 3. BAER First Middle lost 4, DATE Month Doy Year 
Es Se as NAOMI (MN) CARROLL ne OCTOBER 4 6 
S 5s (Type or print) DEATH 1967 
a 5 
2 Fes © COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [-}] 8 DATE OF BIRTH TAGE ee 
* birthday 
g eae Negro winowen G& pworceo []| 8-20-1894, 73 al 
ete ee 100, USUAL OCCUPATION (Give Kind af work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
Sad ia ore during most of working life, even if retired INDUSTRY COUNTRY ? 
ww . . * 

tue es Domestic Virginia . 
Z ges 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= SiS Jasper Whitney . Sally (last name unk.) 
S of 
« £8 TS. WAS DECEASED EVER INU.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
3 cea S (Yes, na, or unknown) |{if yes give war or dates af service)} 218 30-7302 Re 4 Sprinefield State H ital 
3s 2&2 =30= eords, Springfie ate Hospi 
Hes = 1B. CAUSE OF DEATH (Enter anly one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
5 =2e RN ae Arteriosclerotic heart disease YOM? AM 
Ds wee IMMEDIATE CAUSE (o} 
ae ee y DUE TO 
OS ete ‘i ¢ : 
ie - 52 = Conditions, if ony, which gave )_Coronary arteriosclerosis 
Se tise to immediate couse (a), 
sacsea aati , DUE TO 
~ meno stoting the underlying couse 
36 325 lost. °F «9 Severely infected multiple decubitus ulcers 
a J Ps = 
ef eSs PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) 19. WAS AUTOPSY 
ue ae S a PERFORMED? 
Faas ie ves [} NO () 
ston Sl Ss 
2s 8s2 © [/200, ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part It af item 18.) 
Sets & | OR CONTRIBUTING LI CAUSE OF DEATH 
Sz SBS © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
rf .8e S [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
Gres eS g Haur “a.m. While Not While factary, street, office bldg., etc.) 
2 ae Be 3S mn. 19 at war L] atiworkdto) 
2222 

Sees 
Es Sis 20. SIGNATURE 2b. DATE SIGNED 

eore We . 

2 = ; ATTENDING MED. STAFF 
«oo + et at, eat Le _ nn PHYS pirecror C) pis. Ga] 10-h-67 
SoeVs t : — PHYS. : 
ae ose 7c. PHYSICIANS nd MORES Springfield State Hospital 
Seg 3 | NAME (Type) Antonius Glahn, #./D. Sykesville, Maryland 

s 

s 2Se = 230. BURIAL, joe 3b. DATE THEREOF 3c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City or Town) (County) (State) 

Pues AL {S| 

ote ro 
eto so a O -7 26 Z 


‘24. FUNERAL DIRECTOR ADDRESS 


Kelson Funeral Home 1348 Calhoun Bt. 


VR AIS (4) 
25M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 = 
13ESG Teens Fee oe Eee 3698 
a id 
| iP 
3 f is s\ |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence befare admission) 
3 ¥ 0. COUNTY a. STATE b. col 
= Be Carroll MARYLAND Maryland alto. City. ~ 
ie So b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN Ib «CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
cee 2 write RURAL ond give nearest town) ; 
ee Se kesville 2hyrs.lumose 3+). 
= a a d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS e Be pals 
z= Bm) ie 
Y 23: |>|_ Springfield State Hospital LOS SELERIO EE vs [0 
a & = a hanes Gs First Middle Lost 4 DATE Month Doy ‘Year 
oS {Type or print) hn _ Henry hroniste DEATH 96 
5. SEX 6. COLOR OR RACE 7, MARRIED oO NEVER MARRIED [eal 8. DATE OF BIRTH 9. AGE vattgor) JF UNDER ig 
oY Wn. 
Male White wiooweo f)_—_owvorceto C}} Bal Inf4/ 1882 BO ys. 


F ive ki ; 7] r 
Nae Ch Give i of workin eg ob HH cl BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 
% Hh 4 Ha. & DUSTRY 
auch ndler Penn. Railroad Penn an 


S pas} 2 
sein FE 
Samuel Chronister CATHER IH SMEAL, 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? __| 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown) [{If yes give wor or dotes of service > 
Springfield State Hospital Records 


18. CAUSE OF DEATH (Enter only ane cause per line for (al, (b), and (c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: SET, DEATH 
IMMEDIATE CAUSE (o} umonia WeEeKs 


12. CITIZEN OF WHAT 
COUNTRY? 


ician and compl 
lease remove 


-transit permit. Then pl 


led with the State Dept. of Health priar ta burial, crematian, ar removal, and in any event, 


vires that the death certificate be execute: 


= 
a 
oj 
< 
§ 
S 
= 
3 
@ 
<3 
ec > 
$25 2 DUE TO , : ; 
ge Conditions, if ony, which gove ty Arteriosclerotic cardiovascular disease 
se 22 tise to immediote couse (0), DUE 10 
(eae stating the underlying cause \ 
= 3 3st fast. () 
ee 3 i] w= | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} 19. ees 
= } —eo'e-'rr: ? 
Vac oe 2 (2 ves fe] so 
= cS 2S = } 200. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
woe = = ‘ J OR CONTRIBUTING CO CAUSE OF DEATH 
aF538 S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
= fous S [20c. TIME OF (NJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Qa2e2Es 2 Hour ‘o.m. While Not While foctory, street, office bldg., etc.) 
eho p.m, 9 atwork L] at work) 
ES 21. 1 certify thot (I) (this hospitol) oftended the deceosed from__6={30—=) ,19___, t0_1OeQaS7_, 19__, thot (I) (we) last 
m2 £3 saw the gn 10-957 19 , and that death accurred at 32QOstt, fram causes and an the date stated above. 
meses 220. ATGNAIURE 7 . 22b, DATE SIGNED 
Pa ae & a ATTENDING MED. STAFF 
Sec Bex . mo. pays. CV _omeecror CO) pays. XJ] 10-9-67 
aoe Te. PHYSICIAN'S T2d-ADDRESS 
See s. | MANE) Glecrite Sagist, M.D. aville, Md, 
= 
Se = =e 230. BURIAL, CREMATION, 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (tote) 
Smet REMOVAL (Specify) o —, 
e=s* Bokie. | '°/</67 | wey Carreore t. Barto. ma 
a 24. FUNERAL DIRECTOR ADDRESS 250. RECD BY REGISTRAR 25b. REGISTRAR'S S|GNATHRE 
VR ANS (4) 


25M 1/67 IG COMmelLr Sprs 3200 MACE oa CT 13 {96 


withy 72 hours’ 


plete! 


( 


cremation, or removal, and in any event, 


3S 
§ 
® 
EA 
3 
= 
‘Ss 
e 
g 
8 
2 
a. 
i 
S 
re 
Fe 
ie 
= 
3S 
&. 
# 
ra 
2 
s 
£ 


ICIAN: The law requires that the death certificate be executed within : how 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and co 


he State Dept. of Health prior to burial 


3 should be detached for use as the bur 
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MARYLAND STATE DEPARTMENT OF HEALTH 
IVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13699 CERTIFICATE OF DEATH 13699 


1. PLACE OF-DEAT, 2. USUAL RESIDENCE Jae ere deceased lived, If Institut lesidence before admission) 
a. COU E AS Bie, 
atros, MARYLAND Lr0LY 
a give nearest town) 


c. LENGTH ys STAY IN 1b || c. CITY OR“TO\ fi (its corporate ite RURAL ant 


b. CITY OR as (if gatside c porate: limits, 
| AB and, ab neapést town, 
LG. NAME OF sha OR INSTITUTION Tf not In tai ye stfeet address) || d. STREET ADDR 6. LL RESIDENCE 
= Ape Li ele LY: Dnt a (ery oes -e 
NAME ae 


First pe Last 4. DATE Month Day ‘Year 
DECEASED OF 
(Type or print) PRS ke ie Xx DEATH = 19 
5. SEX COLOR’ OR RACE | 7, MARRIED [] NEVER MARRIED [-]] © DATE OF BIRTH 8. AGE (in years] IF UNDER YEAR [FUNDER 
Months] Days | Hours | Min. 
l, 2 WIDOWED eT ——_vIVORCED J] Gg pf LEE E- 7 fl | J | 
Toa. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR TL BIRTHPI 2. O{TIZEN OF WHAT 


‘County & Sti T 
during most of working litg, eyen If retired) INDUSTRY Pel a‘ Go Ml os seats) ‘OUN’ 
| Aeuse Ws Ye Z WH 
13. FATHER’S NAME ie Hage Tanai 


E 


bah, Cimi tI E | Ales. 


AS C| RINU.S.ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) ee ee 


C07=2613 | fo fay Adape | elebe Ld. 
18. CAUSE OF DEATH [Enter only one cause perAtneyfor fa), (b), and (c).1 Ap INTERVAL BETW! 


EEN 
ONSET AND DEATH 

PART |. DEATH WAS CAUSED BY: > ~ 

; _ IMMEDIATE GAUSE (a) FON tle Cox des 


f DUE TO 
Conditions, If any, which (b) Dr bec ae, (Lado Chav, Based, | 


gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. (c) 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) (19. WAS AUTORST 
2 Se ves [} NORA 


20a. ACCIDENT WAS UNDERLYING 

OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITH| ICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year 


Hour a.m._____—_____ 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part Il of Item 18.) 
——. ee a 


Zod. INJURY OCCURRED 209, PLACE OF INJURY (Home, farm, 
While Not Whil factory, street, officabldg.. s etc.) 
at work[_]_at work 
atity that (I) tthis hospital) attended the deceased from. 


19_(,1, and that death occurred at AAA 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


that (I) (we) fast 


22b. DATE SIGNED 


ATTENDING py MED. STAFF 
mo. PHYS. [3X pirector CO) pays. (| 7/7 ~ 2-47 
22d. ADDRES: 


DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} lod 


2 
As: Fe 
Lu $7 REST 25a, REC'D BY ae REGISTRAR’S wont TURE 


QOOne es Hampstean, (fd._| HOV 196 "olonlg dg 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


T 13696 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 13°700 


1. PLACE OF DEATH 


Se CARR OLL MARYLAND 


2. USUAL RESIDENCE (Where deceosed lived, if institutian: Residence before admissian) 


AAR YLAN Do TARR Zé. 


oe : 
“Db = 

eM & § 3 b. CTY REN (tf outside pompealetiit, . ¢. LENGTH GF STAY IN 1b c CITY OR TOWN (If autside corporote limits, write RURAL and give nearest tawn) 

Eso EL ip anglgive neareg} town 

TE meSe WW PLIDLL fh HOoRS \UWIOW BRIOGE Vide a 

pee em dd. NAME OF HOSPITAL OR INSTITUTION (IF nat in haspital, give street address) a, STREET ADDRESS ©. 1S RES 

= Sys 

ai gs LOT _Y NIN 

Ses 3. NAME OF First Middle Last 4. DATE Manth Do Year 

a, DECEASED OF i 

2 (lype ar print) E EeKEE u“ Z DE) ys DEATH fo ~- F¢- 067 

& 5. SEX 6. COLOR OR RACE | 7. Ae NEVER MARRIED [—] | 8. DATE OF BIRTH AGE ey TE UNDER 24 RS. 
f irthda Min. 

= WIDOWED oworceo CPAP) £ Lf- O ry Hs 
— Da. USUAL OCCUPATION (Give kind of work done 106. oa OF BUSINESS OR 1h. BIRTHPLACE (Stote or foreign country) 72. CITIZEN OF WHAT 

= during most of watking lie, even i retired INDUSTRY ; COUNTRY? 

< LTH MEL COW FERY LUBRVLEND 


13. FATHER'S NAME 


ULYSSES 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unknawn) |{If yes give war or dates of service} 


18. CAUSE OF DEATH {Enter only one couse per line fpn(a), (b), ond A 
PART 1. DEATH WAS CAUSED BY: 
7 IMMEDIATE CAUSE (a} 


/ I DUE TO 
Canditians, if any, which gave (b) 
tise to immediote couse (a), 
stating the underlying couse DeE;TO 
Si, ae @ 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. Mas AUTOPSY 
yes] no [) 


Do, EXIRHAL CAUSE WAS Hp BY CURRED. Cy oes Of jajury in, Po US cite ww 
Pua CONTIG VG my Foe di; Lg o OGL 
CAUSE OP DEATH, e gs Lt 


CaZ 
2Dc. TIME OF AuRy Month, 9 Year 20d. Sears 2e. ra # if 1N. are (Home, farm, iG 61 town} rat mats Grote) 1 
ey le Not While eet, affice bldg., etc. fe 
2199 im LO=F 167\ tmp “trae : imp NE V70WN 


21. | certify that | taok charge af the remains described abave, held an Autapsy [_], Inspection [JQ], Inquiry [_], and in my aphian 


death resulted frag: Suicide [], Homicide [], Undetermined manner [_] 
CHIE MEDICAL EXAMINER [7] 


14. MOTHER'S MAIDEN NAME 


SW LURTON BONO 


16. SOCIAL SECURITY NO. 17. INFORMANT Address 


HELEN L Choosk ftylhpk fuRpe [1b 


pen 


ile pages land2 


= 
] 
S 
= 
5 
S 
Fre} 
= 


SIGNATURE ASSISTANT MEDICAL esi y G67 
je EXAMINER'S DEPUTY, MEDICAL EXAMINER A on- S— ae 
~L_L NAHE yee PELCHE Bode 


TO DEPUTY AJ EXAMINER: This certificate should be executed within 24 haurs after death. @.., is 
lealth ar its designated agent, priar ta burial, cremation, ar removal, and in any event 


necessary, please execute the certificate, writing the ward “pending” ii 
the funeral directar. Page 4 shauld be farwarded ta the Chief Medical Examiner's Office along 


5 may be retained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. 


230, 690) ONS 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 79 0- 39. 
Rip Si ae LAZY Enea neMe 


ws. i wi, DIRE! ADDRESS 
VR AISME 
6M 1/66 ZA 
? 


TO DEPUTY 2. EXAMINER: This certifi 


ment of 


eo'th prior to buriol, cremation, ar removal, ond in ony event within 72 hours after death. 


5 moy be retained for your files { 
TO FUNERAL DIRECTOR: Page 3 should be used os a burial-tronsit permit. File pages land 2 with the State 


VR AISME { 
6M 1/67 


Item 18 Film 396 12-21- ag! D STATE DEPARTMENT OF HEALTH - 
DIVISION OF VITA , 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


13697 SAO 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
1" PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission), 
0. COUNT STATE TY 
arroll . MARYLAND Maryland Ba ore -City 
B. CITY DR TOWN (if outside corporote limits, © LENGTH OF STAY IN Ib cay = TOWN (If outside corporate limits, write RURAL and give neorest town) 
write RURAL ond give. ee ay 
ral - Sykesville limo. 22 da.|| Baltimore JO“ 
@. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) 4, STREET ADDRESS eB REIDENCE 
Springfield State Hospital 3835 Sequoia Avenue ves ()_x0 fx] 
E fae 0 First Middle Lost J 4, DATE Month Doy Year 
(Type of print) BERNARD GILBERT DANGERFIELD, Jr.peamm o— Ae BL 
~ SEX 6 COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED 8. DATE OF BIRTH 9 i (in yes [IEURDER 1 Yea TFURDER HRs 
2 - sin Months | Doys Min, 
Male Negro wowed [] oworcld []| 3=12=hh 


12. CITIZEN OF WHAT 
COUNTRY ? 


USA 


8 USUAL Der rAT ON Ge Bid of work done 
luring most gf working life, even if retired) 
GYerk 


10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign Mi 
INDUSTRY 
Unk, Baltimore, Maryland 
14, MOTHER'S MAIDEN NAME 


Bernard G, Dangerfield, Sr. Carrie Jones 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY ND 17. INFDRMANT Address 


Tag en [een ee6 | 219=40-5206|Records, Springfield State Hospital 


13. FATHER'S NAME 


18. CAUSE OF DEATH {Enter only one couse per line for (0), (b), ond (¢),) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: DNSET AND DEATH 
i IWWEDIATE CAUSE (o) Peri Salt /h GG G/ OF Airey fat G/ fl stiles’ 
ou teas DUE TD 
Conditions, if any, which gove (b} Fatal Catatonia 


tise ta immediate cause (a), 


stoting the underlying couse DUE TO 
last. (9 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 


PERFORMED? 


ves §§ xo [1] 


200, EXTERNAL CAUSE WAS 
PRIMARY C) or CONTRIBUTING C) 
CAUSE DF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 
Hour o.m. 


Whil Not Whil 
pm 19 | otwork CE] “otwork O 
21. I certify thot | took rs of the rg porns described obove, held on Autopsy )XJ, Inspection [_], Inquiry [_],_ ond in my opinion 


Accident ["], Suicide [], Homicide [_], Undetermined monner (_] 
CHIEF MEDICAL EXAMINER [_] 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 


‘20e. PLACE OF INJURY (Home, form, 
foctory, street, office bldg., etc.) 


20f. (City or town) (County) (Stote) 


MEDICAL CERTIFICATION 


SIGNATURE A q A f mp. ASSISTANT MEDICAL EXAMINER [_] / ee DATE 07 
EXAMINER'S ck TY. MEDICAL er) 2 
NAME (Type) . Di yb 35£ adoro 


230. BURIAL, CREMAUDN, 


23b, DATE THEREOF 
-MOVAL (Specify) 


; Ii par OF "hat OR CREMATORY Te (City or Town) (County) 


~-3¢9 —67 , 
ADDRESS 250. REC'D BY REGISTRAR ‘2Sb. REGISTRAR’S SIGNATURE 


nena ane FY. 170} ae ¢ one OCT 27 196; pobsentig Vasctge—— 


se 


\ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND Ohi y<> 
" Ea 


4 
; : 13698. CERTIFICATE OF DEATH 
£ se 
NG 1. PIAE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
so ac] 0. COUN a. STATE. NTY 
5 es Carroll MARYLAND Naryland CPST 
S 285 B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (If autside corporate limits, write RURAL ond give neorest town! 
& m P ) 
y Se es write RURAL ond give neorest town) “4 gv. = .t 1.3 ; 
ses Rural-Woodbine 6 Years Rural-Woodbine / 
= ef5 d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspitol, give street oddress) &. STREET ADDRESS 0B REIDENE 
a 4 , puss a See , ? 
& Ae t-D. 1 - Hoods Mill Rd. 2.D. 1 - Hoods Mill Re ves [] No FY 
= = 3 Ae ce First Middle lost 4. DATE Month Day Year 
ie 2s (Type or print) Worl ey Davidson Hy October 19 67 
Pees 5. SEX 6. COLOROR RACE | 7. MARRIED NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeors |_IFUNDER 1 YEAR 
2 §2s hit w QO}! Ses Los (hater Min. 
Saeko Male Vhite wiooweD [] pivoreo [J{VOVe 23,19 SiMe 
3 
SSS 100, USUAL OCCUPATION (Give kind of work done Tob. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT 
ty 
a (= during most af working life, even if retired) INDUSTRY, 5 i £OUNTRY 
2 S8e 2 vai ba Box Factory Wise Co., Virginia Uevele 
Ee 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
be S53 Hobert Davidson Sallie Johnson 
2 
= £ 15. WAS DECEASED EVER INUS. ARMED FORCES? ‘| 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
S (ae sy {es, no,or unknown) If yes give wor or dotes of service] 230228 97911 Mrs Josevhine Davidson Same As 
3 See NO See foe ed DNINE AVIS ame 
Sy ks ag TB. CAUSE OF DEATH (Enter only one cause per line for (o), (b), ond (c).) INTERVAL BETWEEN 
Sens PART |. DEATH WAS CAUSED BY: ’ £ ONSET AND DEATH 
2ezss IMMEDIATE CAUSE (0) ma. 
Ai aid DUE TO Auge 1967 
eg2 Conditions, if ony, which gove (6) cerebral metastasis. Severe post radium 
sé 2 tise ta immediote couse (0), aa = = 
foe stoting the underlying cause 0 
eS 3 lost. {9 and Colbott reaction; Cardia : 
Se 
228 = | PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 3 @ 
ee s a ? 
pes 5|2 ww] 0 0 
ss = rt ACRE NAS UNE EREYING ‘ 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 

= & | OR CONTRIBUTING CI CAUSE OF DEAT 

i 8 

5 % | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 3S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, form, | 20%. (City or town) County) Stote 

2 , Day, ( Y 

= £ Hour a.m. While Not While factory, street, affice bldg., etc.) 

3s ot work ot work 

= 

=< 


21. Vcertify that (I) (this haspital) attended the deceased fram__BUSe 19.87 ta__UCEe O» 1907) that (1) (we) last 


directar, page 3 shauld be detached far use as the burial 
auld be filed with the State Dept. af Health priar to burial 


a 
g 
£ 
- 
2 
g é saw the deceased alive an__Octe 6, __19_67, and that death accurred at__5 PM, fram causes and an the date stated abave. 
3 Zo. SIGNATURE 226, DATE SIGNED 
z S ATTENDING MED. STAFF 
sf mp. pays. Gd pirecron C) pays, C0) Oct. 7, 1967 
cs Te. PHYSICIANS id. ADDRESS 
2 = } NAME (Type) 

S 
23 Zo. BURIAL, CREMATION, 3b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City or Town) (County) —_(Stote) 
22 REMOVAL ont Eee Neat, a at Near achasa. 0 
fo burial 10/9/19 Sharon Daptist oward Co.. Md 

: 24, FUNERAL DIRECTOR 950. RECD BY REGISTRAR 256. REGISTRAR'S SIGNATURE 
VR AI '. we i 3 : r 
ey Cc. Mi Wal sykesville, Md. Daye 019 PvE 0 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND ney 3703 
FOR STA 13698 MEDICAL EXAMINER’S CERTIFICATE OF DEATH ? 
HEALTH DEP 1" PLAGE OF DEATH 2 USUAL RESIDENCE (Where dceosed ved if istuion: Redon befere edison) 

~s COU . STATE 3 . b. COUNTY 

3 3 : ALAOLL MARYLAND : mM ALYLAND AkLoLL 

ae ie B- GIF OR TOWN (ouside copa iis, C LENGTH OF STAV IN Tb |] © CITY OR TOWN (If cUtside corparate limits, write RURAL ond give nearest town) 

Pe] Ee write and give nearest town| : 

Esai MESTIMIN STER- DOR New INDSo Ob 

ce 4. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street qdqress) STREET a = RESIDING 
Bes: 

s_ 2277 on Cpebore CopwT G, ICLAL HOSP ITA ZIG Nain aot ves CL) no 
oO 7 


4, DATE Month 


7. NAME OF ist 
ECEASED OF 
Eipe oF xin) B S15, DEATH (aw 
5 SEX 6 COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [5Q].] 8 DATE OF BIRTH 1 AGEs foe TWO 
gpt/birthday faurs Min. 
F ; wiooweo [J] pwvorced May Af, 1963 pore a foe eb 
Tob. KIND OF BUSINESS OR 11, BIRTHPLACE (State or foreign country) TH CITIZEN OF WHAT 


100. USUAL OCCUPATION rye kind of work done 
during mast of working life, even if retired) 


phot Ue Sere COUNTRY?, 
MALYLAND S 
Ta. FATHER'S NAME YLAND USA 


14. MOTHER'S MAIDEN NAME 
; eA kK 
Cee Je Erma INe Kinne 
1 WAS DECEASED EVER IN US. ARMED FORCES? 16. SOCIAL SECURITY NO. ¢. Pro te / Arne T: 


(Yes, worn) A yes give war ar dates af service] AL Mew pe Z 
h 


18 CAUSE OF DEATH (Enter anly one couse per line for fa), (b), and (¢).} 
PART t. DEATH WAS CAUSED BY: 

Oya if IMMEDIATE CAUSE (a) 
SILT DUE TO 
Canditians, if ony, which gave ) 
tise to immediote couse (0), 
stating the undertying cause DUE TO 
eee Miee § a @ 


TERVAL ath: N 
NO 


-transit permit. File poges land 2 with 
, prior to burial, crematian, or removol, ond in ony event within 72 hours after deoth. 


Poge 3 should be used as o burit 


Health or its designated ogent, 


z | PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o) V9. WAS AUTOPSY 

= 

= Fie se cnaING 20b DESCRIBE HOW INIURY CCURRED. ye Hature of injury in, 8 

S | CAUSE OF DEATH (A Ware 

S | 20c. TIME OF INJURY Month, Doy, Yeor YOd. INJURY OCCURRED 7. | 206. PLACE, OF Ty form, | 208 (City or town) ¢ ffewnh 17 
85S. (og 67) ose we) eee | Yew 


2 ech 


21. | certify thot | taok chorge af the remoins described obove, held on Autopsy [_], Inspection (J, Inquiry [_], ond in my opinion 


23a, BURIAL, CREMATION, 23b. DATE, THEREOF 


BU T c. NAME OF CEMETERY OR mUIRTORY 23d. TOCATION (City or Town) (County op 
pepe” | 10/7/67 Vite (dace emeqeey | 2087 Fae Mm, 
ONERAL/D OR LS a ADDRESS Leu) 250. REC'D BY REGISTRAR, b 256. REI ‘AR'S SIGNATUI Sh! 
aM ves Pla 22 WLP Cre om OCT 9 WOH. poeree) 4 


the funerol director. Poge 4 should be forwarded to the Chief Medical Examiner's Office ald 


5 may be retoined for your files. 


[-"4 

£ deoth resulted from: i Suicide [], Homicide (J, Undetermined manner [_] 

iz ibaa CHIEF MEDICAL EXAMINER [J 

is MGWTERE (p, _ASSISTANT MEDICAL ExamNER [] /0 Pe 
= Bainiens yi MEDICAL EXAMINER 3 Y—~¢ 

2 NAME (Typ2) EICHEL. bios. 9 iui (01 Ayer ceed Lg 

2 

° 

= 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


13700 CERTIFICATE OF DEATH 43704 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY 
arroll MARYLAND Maryland 
b. CITY OR TOWN (If outside corporote limits, «. LENGTH OF STAY IN Ib « CITY OR TOWN {If outside corporote limits, write RURAL ond aa neorest town) 
write RURAL and give nearest town) x 
Sykesville 27 days. New Windsor: OL 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS @ eae aes 
12 Springfield State Hospital Union Bridge Road ves L] no Eg 
a Bs A oe First Middle Lost 4, DATE Month Doy Year 
F 
(Type or print) JOHN (NMN) DOE #7 DEATH OCTOBER 18 19 67 
5. SEX 6 COLOR OR RACE] 7. MARRIED [~] NEVER MARRIED {~]| 8. DATE OF BIRTH 9. AGE (In yeors  [_IEUNDER | YEAR [IF UNDER 24 HRS. 
lost birthdoy) | Min. 
Male White wiowe [] Unkoworco []] 3-h-1882 8 ie 
100. srt eto kind of work done TOb. KIND OF BUSHES OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. a OF WHAT 
during most of ie lite, even if retired) INDUSTRY A COUNTRY ? 
Pennsylvania U.S.A. 


13. ane b NANE 14. MOTHER'S MAIDEN NAME 
nk Unk. 


TS, WAS DECEASED EVER IN US. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
'es, no, or unknown) |(IF yes give wor or dotes of service tt = - "2 
Tak: 218-5-3912 ecords, Springfield State Hospital 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c)) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . 
IMMEDIATE CAUSE (0) Bronchopneumonia 4 


= 
t=} 
2 
= 
6 
= 
4 
2 
a 
3 
a 
a. 
ie 
S 
= 
a 
o 
a. 
ZB 
< 
= 


= 
‘3 
s 
> 
3 
> 
q 
S 
£ 
Ss 
4 
5 
3S 
> 
& 
4 
= 
5 
¢ 
— 
SB 
€ 
i 
aI 
5 
a 
3 
2 
8 
Qa 
2 
3. 
Ey 
z= 
s 
= 
2 
a 
= 
= 
a 
2 
= 
3 
= 
7 


s 
2 
2, 
i 
E 
5 
3 
2 
= 
5 
S 
oh 
oe 
a 
zZ 
& 
= 
A= 
n=] 
S 
= 
5 
© 
£ 
> 
2 
a 
3 
2 
& 
= 
§ 
3 
3 
5 
8 
2 
2 
5 
eS 
op 
= 
s 
= 


c iy 
ee eS FLY DUE TO 
“2s Conditions, if ony, which gove ) 
ae tise to immediote couse (0), 

2 i DUE TO 
mew stoting the underlying couse 
£ 3s host. me lak @ 
= to) [ee | PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. WAS AUTOPSY 

2 oa 
=a }- = ves] No 
32s = J 200. ACCIDENT WAS UNDERLYING 0b. DESCRIBE HOW INURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
pee, 6¢ | OR CONTRIBUTING C) CAUSE OF DEATH 
$38 & LLUFEITHER, NOTIFY MEDICAL EXAMINER) 
£a3s S | 20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF a (Home, form, | 208. (City or town) (County) (tote) 
2 a ej Hour o.m. While Not While foctory, street, office bldg,, etc.) 
es < ke p.m. 9 otwork CL) _otwork CJ 
a 21. | certify that (I) (this heigl aitiaded the deceased fram__9-2] Wns: {iy U=-LO=07 19 that (I) (we) last 
4 zB saw the deceased alive on 10-10-67 __19 and that death accurred at fram causes and an the date stated abave. 
264 To. SIGNATURI 2b. DATE SIGNED 
2a ATTENDING STAFF 
32° wo. PHS CO bieecror C1 pws wl 10-19-67 

S - 
2a 32 Te. PHYSICIAN'S ; : 2d. ADDRESSSpringfield State Hospital 
Sees | NAME(Type) Octavio A. Ruiz, M. Sykesville, Maryland 
woo 
a = 23 jo. BURIAL, CREMATION, 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY ° 23d. LOCATION (City or Town) (County) (Stote) 
Sule REMOVAL ( pecify) . = . 
foo% D b- 20-67 CAL Cp é. ke Ke svi (le fd. 
A 24, FU RAL TOR r Pi ADDRESS - REC'D BY REGISPRAR 25b. REGISTRAR'S SIGNATURE 
VR ALS (4) « } y 
aie Q My Ll). Mali sdevs Le Hdd | O0T 23 NOSE fOlenlag eran 
\\ bees 1 4a” i f = 
7 WA y, 


‘ed in by the, 
s efter deat 


plete 
72 he 


| papers. Pages 1 and 


ith 


val, and in eny event, wil 


ficate be executed, 


physician and 


jing 


@ sttend: 
Then please remove carbo 


equires that the death ceri 
idan. 


signed by th 
I-transit permit. 


ig physi 
|, cremation, or remo’ 


CIOR: After this certificate has been si 


TTENDING PHYSICIAN: The law r 
retained by the hospital or attendin 


A 
be 


S. 


director, page 3 should ba detached for use as the bur: 
the State Dept. of Health prior to burial 


MARTLAND STATE DEPARIMENT UF MEALIF 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13701 BE tial CERTIFICATE OF DEATH Agios 


1 BUAGRIOP DEATH 7 r > 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
ar @. STATE b. COUNTY 
CARROLL Teter | AIPRYLBND CARRELL. 
b. CITY OR ip (if outsi limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, wrile RURAL and give neerest town) 
write RUI and give 
| PUDILEBURS SMONTHS| fyi DoLE ELF EG / 
NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS e. tS RESIDENCE 
ON A FARM? 
_ — yes [|] NO 
. NAME OF First Middle Test 4. DATE Month ‘Day Year 
DECEASED 


| OF 
Re sees ees eRe [stem ocr Fe? 


Sse 6, COLOR OR RACE) 7. aRRIED [] NEVER MARRIED [_] | - DATE OF 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


WwW Nov on /¥600 last birthday) pees ie Der heer 


yrs, 


wating Divorcen [_] 
Wa. USUAL OCCUPATION (Give kind of work | 10b. KIM OF BUSINESS OR INDUSTRY | Tl. BIRTHPLACE (County & Siete, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working nif retired) 


es is ME OPEB TE SENG 14. ERY. 3 MAIDEN LLY P. | AS - 
LLIB i CHRBALEH CLA RR FURNE 


5. WAS Lage Hite WY Ss ARM BORGES? , 16, SOCIAL SECURITY NO.| 17. INFORMANT Address — 
}p NO, OF UNkownN) 'yosgive war ordatesofservice! 
= ee wg as- 724) LLpk A STvzTZ MIDLLEBCRG- {7D 
1 OF DEATH [Enter only one ceuse per line for (a), (b), and (c).) PAs Ma ag ki 
PART I, DEATH WAS CAUSED BY. 
ee EAT MEDIATE som, (threes. her iHe- } Oe > (eee TRL. 


UE TO 
Conditions, if any, which (b) i 
gave rise to immediate cause 
(a), stating the underlying ( OVE TO 
cause last, (ee 7 , . a 2 
ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING CONTRIBUTING. — ‘DEAT BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)) 19. Mas Auer 
= 
3S “AACN JOM © ES (MP NS 
= [2De, ACCIDENT WAS UNDERLYING [] | 20b. Sacer low J OCCURED. (Enter nature of injury in Part | or Pert Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
G | (iF EITHER, NOTIFY MEDICAL EXAMINER) | 
<< [a0c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stete) 
5 Hour a.m. While __ Not While lactory, stree}. olfice bl ' 
Ed ae 19 at work [_] at work 


ae to. FPF BF 19.01, that (I) (we) last 


, and that death satire sd from the causés i on the date stated above. 
22b, DATE 


Bane oe ewe joie 
IES cas) wom A 8 2 es Sipe eh 
——— ay a | 224. ADDRESS 4 + 


Go re 7 
ER 3 H_CARICOFE ___ UNION BRIDGE 
QP 2 Ze. FRA Fare, 236. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY — 23d. LOCATION (City, town or county) (Stete) 
o8oes _ALRIBL _|OCr //- 1067 WINTERS MEW Wivdsok fuppe /YD 
bribe AIS . ‘OR'S Yo REC'D BY ZW W 25b. ehorvling ‘S SIGNATURE 

‘M762 OCT 1.3 196 


‘i 


hours after death. 


7 


I, and in any event, with 


Tha law requires that the death certificate be executad within 24 hours after 
Then please remove carbon page 


After this certificate has been signed by the attending physician and comple 


R ATTENDING PHYSICIAN: 
be retained by the hospital or attending physician. 


ECTOR: 
be filed with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 


TO HOSPITAL 
TO FUNERAI 


YR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13702 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decanced lived, If Inslitution, Residence before admission) 
a. COUNTY . a. STATE b. COUNTY 
___ Carroll MARYLAND || Y. i fr arr : 
b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN if outsida corporala limits, wrile RURAL and give nearest town) 
write RURAL and give nearest town) 2 
st é ANS Rural Westminster Route 7 f-/ 
d, NAME OF HOSPITAL OR INSTITUTION [if nol in hospital, give sireet address) d, STREET ADDRESS ° DENCE 
ON A FARM? 
‘Carroll Cmounty General Hospital © Mayberry... ves Top NO LL 
3 NAME OF First tddle Lest 4. DATE Month Day Yeor 
DECEASED C 
Ya or pris) | DEATH 
smn Michael ~ “(one) Drabic _ WZ2) 171967 
rs. Sex” |] 6 COLOR OR RACE|7, waRnieD EK] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (In years |IF UNDER T YEAR] IF UNDER 24 HRS. 
62 birthday) [Months] Days | Hours | Min. 
wioowen[] pivorcio 1] | July 27 1905, yrs. 
TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. Vanek (County & Siete, or Se country) | 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) ig 
rmer. _own farm Northampton, Pa. USA a 
13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
_George Dra Saree | Tillie Seedor , zs 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Route 7 
(Yes, no, or unkown} (\kyes give wer or dates of service) 4 Ute 
cr i 1f-67- Wee tharaih M. Drabic Westminster, Md. 
18. CRUSE OF DEATH [Enter on cause per line for (e), (b), end (e).] INTERVAL BETWEEN — 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY 
IMMEDIATE CAUSE (a) CONGEST) VE Meare FAL Re | WeEEcs _ 
+d DUE TO. 3 
Conditions, it eny, which w Aereewsecerorie Mewar Lis CIS E YE@rRS 
gee rise to immediate cause 
(a), steling the underlying ( DUETO 
cause last, (e) Sau 
% | PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1le)| 19. WAS AUTOPSY 
= 
$ = o Vs ves (] No T 
= |'20e. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Perl | or Pert Il of item 1B.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
6 |r eiTHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) “(Stete) 
g ee While __ Not While fectory, street, office bldg., etc.) | 
2g 19 at work at work [_] 1 


« ify that (I) (this hospital) attended the deceased fro: 


saw the deceased alive on.. 
2,4! ATURE 


BARens of 
NAME (Type) 
Vin 


23a. BURIAL, CREMATION, 
| Burda — 


19.2, that (I) (we) last 


, from the causes and on the date stated above. 


= 22b. Bes 
ATTENDING D. STAFF 
(i ea mo, | PHYS. mRECTOR [] PHYS. [_] Lofirfe) 


22d. ADDRESS 


t_J._Fiocco, Jr. __| Westminster, Md. ante Z 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 234. TSCaTION (City, town or county) ~ {Stete) 


_ | L0/20/ L. __Meadow Branch Cemetery! Westminster Md. 


25a. REC'D BY 20 1 “ir REGI. "S SIGI 
HEE OCT 


‘mit. Then please remave 


@ 
a. 
= 
a 
ec 
2 
= 


je 3 shauld be detached for use as the bu 
filed with the State Dept. af Health prior ta burial, crematian, or remaval, and in any eve 


i 


directar, pa 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. 
shauld be 


“Page 4 may be retained by the haspital or attending physician. 
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VR AIS (4) 
25M 1/67 


/2. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 30] W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


v 
13703 CERTIFICATE OF DEATH 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if inslitution: Residence before admissian) 
a. COUNTY a. He b. couny / 
Carroll MARYLAND laryland oward : 
B. CITY OR TOWN (if outside carporate limits, © LENGTH OF STAY IN 1b © CITY OR TOWN (if autside corporate limits, write RURAL ond give nearest tawn) 
write RURAL and give neorest town) 
OresTELie 15 days Fulton - Rural aed 
Jd. = OF HOSPITAL OR eae (IF nat in hospital, give street address) @. STREET ADDRESS @. IB RESIDENCE 
Springfield State Hospital Rt. 215 ves [] no 
3 NAME OF First Middle Lost 4, DATE Month Day Year 
A OF 
(Type or print) CHARLES DAVID FORCE DEATH OCTOBER 12 yw 67 
5. SEX 6. COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED []] 8. DATE OF BIRTH 9 AGE fn yeors [IFUNDER TYEAR [IF UNDER 24 HRS. 
Es last birthday) Min. 
Male White wiooweD pivorced [| 1-23-06 fan Ys. 
T00, USUAL OCCUPATION (Give kind of work done Tob. KIND OF BUSINESS OR 1). BIRTHPLACE (County & Stote, or foreign country) 12. GTIZEN OF WHAT 
during niga vonral oa if retired) INDUSTRY GpUNRY 
arpenter Maryland ed eh. 


13. FATHER'S NAME 


Charles Force 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 


(Yes, Re arunknawn) |(If yes give war ar dates af service) 377-18-5730 


18. CAUSE OF DEATH (Enter only one couse per line far (a), (b), and (c).) 
PART |. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (a) 

DUE TO 

Conditions, if ony, which gove w Right heart failure 


tise 10 immediate cause (a), 


14, MOTHER'S MAIDEN NAME 
Catharine Gitchell 
17, INFORMANT ‘Address 


Records, S pringfield State Hospital 


INTERVAL BETWEEN 


| My TP AL VAP 
7 7 (7) 


stoting the underlying couse DUE TO 
ISS oy (9 Emphysema 
= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
= ves [sf No (] 
& | 200. ACCIDENT WAS UNDERLYING C1 200. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il af item 18.) 
&% } OR CONTRIBUTING C] CAUSE OF DEATH 
S [ (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [00c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (Stote) 
2 Hour '0.m. While Not While factory, street, office bldg., etc.) 
p.m. 19 atwatk L) at work oO 
21. 1 certify that (1) (this hospital) attended the deceased fram_2~6 =O 2 F Unte=O/ | 19___, that (1) (we) last 
saw the deceased alive an LO=12=67 19 ind that death accurred a , fram causes and an the date stated abave. 
n GNA DRE 2b. DATE SGNED 
es SZ ATTENDING MED. STAFF 
cz " Zizod, pHs. _C)_irecror PHYS. L0/(2/6T~ 
Best ADDRESS opr inge ss i tate Héspital 
Nave(yee) Paul G. Ensor, M. D. ryland 
Ba. BURIAL, FETCH) ‘2b. DATE tre iy NAME OF CEMETERY OR CREMAJORY “yk Locay| ON aig or iF (County) ote) 
VAL (Sppcity) 
BS? O- 16-6 £z 
24, FUNERAL DIRECTOR pe vi 28a. REYD BY a Sy sy 7 'S SIGNATURE 
“9 bavi, CT. [_fiClionleg Naoto 


wt 


\ 
oO th. 
) 

2 
fter deoth. 


Pog! 


quires thot the death certificate be executed within 24 hours 


Page 4 moy be retained by the hospital or attending physicion, 


The low ret 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the attendini 


TO HOSPITAL OR ATTENDING PHYSICIAN. 


TS} 
thin 72 fours a 


bn 4 


physicion and complete 
en pleose remove corb| 


th 


d with the State Dept. of Heolth prior to buriol, cremation, or removol, and in ony event, 


@ 3 should be detoched for use os the buriol-tronsit permit. 


i 


director, po 
should be fi 


BS 
=> 
=a 
BE 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


ear ii 
13706 CERTIFICATE OF DEATH ASTOS 
Te att DEATH a ee RESIDENCE (Where deceased lived, if institution: Residence before admission) 
. COUN . STATE b. COUNTY, 
i Carroll MARYLAND oe Maryland arroll 
b. a OR TOWN {If autside corporate limits, < LENGTH OF STAY IN 1b © CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
write Of 
Wesdainetas years Westminster 
. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) & STREET ADDRESS ° cam RESIDENCE 
147 Liberty St. 147 Liberty St. ves Lo 
os BANE OF First Middle Last | 4, DAE Month Doy Year 
(Type or print) HOWARD EARL FROUNFELTER DEATH October 2 
5, SEX © COLOR OR RACE | 7. MARRIED NEVER MARRIED (_]] 8. DATE OF BIRTH 9. AGE in yeors [FUNDER YEAR i 
ir 
male white | woow 0 oworcd 1/21 Sept.1894 : gl a ee | ae 


hi USUAL oN Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. nN OF WHAT 
juring m rging li roping INDUSTI INTRY ? 
omer te pee ith g Water Ma 


Carroll Count 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William Frounfelter Catherine 


TS. WAS DECEASED EVER IN U.S. ARMED FORCES? __| 16. SOCIAL SECURITY NO. 17. INFORMANT 1 7 Liberty SteWe s tmin s ter 
(Yes, no, gr unknown) |(If yes give wor or dotes of service} is bd ? 
hie no 212-147761| Mrs, Frances B, Frounfelte Md, 


lyers 


- INTERVAL BETWEEN 


18. CAUSE OF DEATH (Enter only ane couse per line for (0), {b}, ond (c).) 
PART |. DEATH WAS CAUSED BY: é i Sy 2 Wh 7 
IMMEDIATE CAUSE (0) & 


tise to immediote couse (0), 
stating the underlying couse DUE TO 


DUE TO < 
Conditions, if ony, which gave () D cod (ep) 


iA at deatlf accurred at 44! 


ATTENDING 
PHYS. 

22d. ADDRESS 
VELOCE M.D Main 


ff 


{rab (9 
= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. aetiee 
= wt} 0 O 
| 200. ACCIDENT WAS UNDERLYING 1. ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part 4 or Part Il of item 18.) 
& | OR CONTRIBUTING C) CAUSE OF DEATH 
S LAF EITHER, NOTIFY MEDICAL EXAMINER) 
&S [20c. TIME OF INJURY Month, Day, Yeor ‘20d. INJURY OCCURRED ‘MWe. PLACE OF INJURY (Home, farm, (City or town) (County) (State) 
ey Hour om. While Not While factory, street, affice bldg., etc.) 
Ra at work ot work 1] 4) : 
ended the deceased framrin 46 WBE, to © “5, \9GZ, that (I) (we) last 


, fram causes and an the date stated abave. 
22b. DATE SIGNED 


MED, STARE 
pirecron C) ps. OO] /Orz 


minste Ma and 


230. BURIAL, CREMATION, ‘23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 
bisyobiag i: 25 Oct.196% Winters Cemeter 


23d. LOCATION (City or Town) (County) (State) 
Carroll Count id 


COE Pl there New Windsor, wd pt 2196” PRE PG 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


: 
697 Item #9 Film #6393 CERT Fen ph 3VOS 
3705 CERTIFICATE OF DEATH ies 
EEE 
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
3s 0. COUNTY 0. STATE ’ b. COUNTY 
5 MARYLAND Mayyland: Carroll 
ry anc a O 
= R TOWN (IP outside corporote limits, < LENGTI A © CITY OR TOWN (if outside corporate limits, write RURAL ond give nearest town! 
= B. CITY OR TOWN {I [ TENGTH OF STAY IN Ib TTY OR TOWN (if RURAL ond ) 
rs write RURAL ond give neorest town) ; 
= astminste ae Westminster: 
5 d. NAME OF HOSPITAL OR INSTITUTION {If not in hosprol, give street oddress) d, STREET ADDRESS ®. BREEN 
z : ‘ _ " ¢ 
a Springfield State Hospital 23 Park Ave. ves C]_no Bd 
= ‘Sg 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
= Wes DECEASED _ 0 
Shs =) (Type or print) ype es Henry riffin path _Octiober 11 96 
2 a @ 5. SEX PE COIOR OR RACE | 7. MARRIED NEVER MARRIED (_]] 8. DATE OF BiRTH 77 9. AGE {In yeors |_IFUNDERT YEAR TIF UNDER 24 HRS. 
2 =o 5 ria acd Months | Doys Min, 
g 222 ae tte WIDOWED pivorceD [} 21 -21-9 . 
oe 100, USUAL OCCUPATION (Give kind of work done TOb. KIND OF BUSINESS OR TY"BIRTHPLACE (County & Stote, or foreign country) 12. ZEN OF WHAT 
2 ss |ainestiutateropetdtor | rapa” Maryland USK’ 
2 3a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
=e Ses 
= 883 : a Jane FB. ‘70744 
S = ‘ Eve 
iS £ Ei mH n§ : 
Ase TS, WAS DECEASED EVERINU S. ARMED FORCES? B-SBCIAL SECURITY NO. 17. INFORMANT Address 
So ee v ) [CF yes gi dotes of servi 
o ets ‘es, No, OF URKAQWn| ‘yes give wor or dotes of service} ’ ba 
2 58 bits wesc 213-2h-7945a | Hospital Records 
2 2 ag 18. CAUSE OF DEATH (Enter only one couse per line for {o)/{b), ond (c).) >= — ‘ INTERVAL BETWEEN 
= £52 PART |. DEATH WAS CAUSED BY: Vb ONSET AND DEATH 
Be >§S , IMMEDIATE CAUSE (0} WY Las aoa: pt te PT S$ GAVE? 
mee 2 Sa DuETO por 7 
2225s Conditions, if ony, which gove ) = Aiet@ O<tt ep llet tltGbee 
ee P22 tise to immediote couse (0), DUE TO ~ 
£ Pecos stoting the underlying couse Oe ao 
25 822 ee ee ees @ 
B2508 —— 
oS yon cz | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !{o) 19. WAS AUTORSY 
Eseee S So a el 
% $= 5 ves] no [E 
55275 = 
Zs 852 <= | 200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
235 & | OR CONTRIBUTING CI CAUSE OF DEATH 
BSsse & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Re oes 3 P20. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, ] 20%. (City or town) (County) (tote) 
@2e2eso = Hour o.m. While Not While foctory, street, office bldg. ete.) 
Se oes : ' otwork LJ otwork 
Ss a 21. ' certify that (I) (this hospital) attended the deceased an Oat t 19_62., ta a , 19_g2, that (I) (we) last 
S2&ese e Oct... B, (ond\that death acturred at_a_—Mpfrom causes and an the date stated abave. 
gsCee é 7b. DATE SIGNED 
== Zoe DIRECTOR PAYS. 
Saks . 
SFr 2 PHYSICIAN'S 
=EEsee | NANE (Type) 
ei 
82 Z aS 230. BURIAL, CREMATION, 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town) (County) (Stote) 
i= 4 R if 
of otn EON, Lopes) 1 Of 4 /O 7 \ WYER Oty BRANCH CEMETA AED PINTER. RAI 
=F f 


x 
85 


24, FUNERAL DIRECTOR ADDRESS 750, RECD-RY. REGISTRAR REGISTRARS STOGATURG 
mid > Zs pe oy ee Dok. DATE OCT 16 967° Deiertay | CA 


nN 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executeg-¥ 


vR AIS (4) 
20M 1/65 


Page 4 may be retained by the hospital or attending physician, 
10 FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and ck 


plea remove 


permit. Then 


State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the buriaf-transit 


should be filed with the 


of 


ee 


_ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13706 CERTIFICATE OF DEATH 13710 


1 ares ha DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


Ud Y Leo bh. & Cae MARYLAND “A CVLAALD a UNA eK 0 LL 


b. CITY OR TOWN (if outside ie orate limits, IGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


vent VERT ER |S MOS. | pesriyy STz/e. C / 


#3 Se 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. IS Aredia ae 
(429A LAUCN M/LL OAD ee LED 4 AAW ALT FBR \ es) woh 
3. NAME OF First Middle IRMA 4. DATE Month Day Year 
DECEASED —_ - 
(Type or print) CARR /E : DEATH (EE VA WA 196 W4 
5. SEX | 6. COLOR OR RACE | 7, MaRRiED [-] NEVER moaael Wy Ad Wen Be ey? 8. AGE (in years [IF UNDER 1 YEAR |F UNDER 28 HRS. 


Months | Days | Hours | Min. 
WIDOWED T3q” DIVORCED OWA J | 


10a, USUAL OCCUPATION (Give kind of work done 
during most of working life, even | If retired) 


10b. a8 a Rooms OR | 1 oe) CE ‘tA & ia or ne aaa 12. CITIZEN OF WHAT 
COUNTRY? 
Ae Be AR fell. Co. z 3S) 


CUS LE py Le 
j. FATHER’S NAME > ? az, MOTHER’S MAIDEN NAME 
SN LILA 2 2 KLOMW LUCLELR 
[ips WAS DEGERSED jitsu wore detec ei fl 16. SOCIAL SECU 714), INFORMANT Address Arf#s3 
ia VIAOTTLIN AS MOBERT BAVAGARLNER BESTHASTE Ay 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (cha bee 
Pn Crete! peonotepe Mee 
ii U DUE TO hg —~ 
gave rise to Immediate Mees x Rte see 


DUE TO 
(c). 


cause (a), stating the 


Conditions, If any, which 
underlying cause last. 


Hour a.m. factory, street, office bidg., etc.) 


3 PART I. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN IN PART 1(a) | 19. ba A Ay 

= ——— 

& ves} No [ff 
: = 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part U or Part 11 of Item 18.) 

& | OR CONTRIBUTING [7] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

2 

= 


While Not While 
19 at work [] at work 


21. | certify that (| (this hospital) attend ceased fro! 5 OA | that (1) (we) last 
a ean that death occurred at LRH from the causes and on the date stated above. 


2a, SIGNATURE oo, 22b. DATE SIGNED 
Zk @ Pg ttin p, PHYS.  ] Binecror C]_ PHYS. “ts Y/ 4 


22c. Nan ‘22d. ADDRESS ete 
| rr. CrLol EVTE ~ 10.3. £2 MAlA 57 JESTAUMETE, 
23a. BURIAL, CREMATION, | 00 | 70 23b. DATE ZL pe NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


WSTER CEN, \ PESTER, AP 


Le YL. AAW WPA. REC'D BY REGISTRAR | 250. REGISTRAR'S SIGNATURE 


ph METALS 7 ER, Mga fotentog orgie 


S 


TO HOSPITAL OR ATTENDING PHYSICIAN: The !aw requires that the death certificate be execute 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL OIRECTOR: After this certificate has been si 


director, page 3 should be detached for use as the bur P 4 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAAN 


13706 CERTIFICATE OF DEATH 
1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
as COUNTY a. SATE a een! 
MARYLAND 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b |} c. CITY OR TOWN (ifutside corporate limits, write RURAL and give nearest town) 
write ye and glvg neare: is 
A /At ow 
Wane OF HOSPITAL OR INSTITUTION (if mot In hospital, give street address) || d. STREET ADDRESS @. IS RESIDENCE 
DN A FARM? 
Varag— WV / wes ves bY no CL] 
phone First Middle re) 4. cee Month Day er 
(Type%or reat) Cha r/ > =f Soe DEATH Act ar 
5. SEX 6. COLDR OR Aft 7. MARRIED [~) NEVER MARRIED 8. DAT ed ain - 9. AGE (In years bake YEAR roles HRS, 
on 0 O last birthaay) Months | Days spe Hours | Min. 
Meds, W/ WiDDWeD [4 _dIVoRcED] yrs. 
ja. USUAL OCCUPATION (Give kind of workdone| 10b. KIND DF BUSINESS OR Lh BIR Me Po ‘& State, or foreign country) | 12. CITIZEN OF ut. 
during most of working life, even If retired) INDUSTRY i COUNTRY? 


(47) 
14. MOTHER'S MAIDEN NAMI 


At OEE 


16. SDCIAL SECURITY NO. INFORMANT Address 


2/b- 46- S pp 00 bye eli Se. peel. S 
18. CAUSE OF DEATH [Enter only one cause per Ilne for (a), (b), and (c).] sNTERVAL BETWEEN 

PART I. DEATH WAS CAUSED BY: WAS 

IMMEDIATE CAUSE (a) that 2 RE See c 
DUE TD ¥ — 

Conditions, If any, which ©) Ontinrva2tth te, Carel -V yes 
gave rise to Immediate 
cause (a), stating the DUE TO [Verepa— 


15, WAS DECEASED EVER IN U,S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


—_— |-—- 


oa 


underlying cause last, (c) 
Ss PART Il. OTHER SICNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) | 19. ae Ae 
= SSS 
s YES ia No F- 
= 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
& | DR CONTRIBUTING [] CAUSE OF D! 
© | (IF EITHER, NOTI JEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
=; Hour a.m, white Not While factory, street, office bidg., etc.) 
= p.m. 19 at workL_} at work [| 


21, 1 certify that (I) (this hospital) attended the deceased from. 1 19@/ _, thattTy/twe) last 
saw the deceased alive meta 967, and that_death occurred ai , from the causes and on the date stated above, 


b. DF iN 
oO Ub Fond SR Ae A Col df te 
22¢. % 
NAME (19B8} WwW. ly. Fo Ail, MM. 0| chester 21/6 2— 


23a. REHOVAL Sap) | 23b. DATE Py) ig lke. NAME OF CEMETERY OR-CREMATORY 23d. LOCATION (City, town or county) (State) 


Val bf 2: \ARIDERS. CEMEZ2 Kul, 
Pee? RAL DIRECTOR ADDRESS 


“$s. Sait ip z . s /| 258. REC'D BY REGISTRAR | 25b. 


REGISTRAR'S SIGNATURE 


"OCT 3.1 196 


din by the funeral 
s 1 and 


swithin 24 hours after 


let 


jan. 


The law requires that the death certificate be executed 


h pi attending physic 
‘CTOR: After this certificate has been signed by the attending physician and com 


page 3 should be detached for use as the burial-transit permit. Then please remove carbon 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 


TTENDING PHYSICIAN: 
retained by the hospital or 


@:: 


death. Page 
TO FUNERAL 


TO HOSPITAL 
director, 


VR AIS (4) 
1SM 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


7] — 
13708 CERTIFICATE OF DEATH A3TA2 
1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
- STATE b. COUNTY + 
* Carroll MARYLAND ae Ng Carroll 


its, write RURAL and give neerest town) 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate 


write RURAL and give nearest town} 


—, Hestminster We Sa) 
d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) d. STREET ADDRESS e. Ren 
Carrol. Ca. Heneral Hospital __|l Rexis Avenue Perry Halt 21128 | Ys] Nox] 
3. NAME 0: Middle Last 4. -_ Month Day Yeor 
DECEASED 
(Type or print} John We Jasper SEATH LO 26 1%7 
5. SEX 6. COLOR OR RACE|7, MARRIED [5 NEVER MARRIE! 8. DATE OF BIRTH 9. AGE (In years | HF UNDER1 YEAR| IF UNDER 24 HRS. 
ft S30) last bithdey) Months] Deys | Hous |) Min. 
Mate Cae wows [] _ pivorce [] 15-1905 62 9. | : 
Wa, USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
tathe Operator Black & Vecker Balto. Md. U.S.A. r 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Frederick Jasper Margaret MuLlhausen 


1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT "Address ¥ 
(Yes, no, or unkown) | (Hyes give weror dates ol service 

No 18-03-0868), | Mrs Barbare Jasper Kexis Road Terry Hall, Md, 

18. CAUSE OF DEATH Koter only one cause per line for (@), (b), end (c).] INTERVAL BETWEEN 


ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY, 
IMMEDIATE CAUSE (a) 
Fa 


bes DUE TO al 
Conditions, if eny, which Opn ern - at 


gave rise to immediate cause 
{a}, stating the undertying ( CUETO 
cause last, (e) 


) 19. WAS AUTOPSY 


3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) WAS AUTORS 
< yes [] no [FT 
E 2) ACCIRESTEAS UNDERLYING [| 206, DESCRIBE HOW INJURY OCCURED, {Enter neture of Injury in Port | or Pert Il of item 18.) hd fo 
CONTRIBUT! USE Of 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, | 208 (City or town) (County) (Stele) 
6 Hour a.m, While __Not While factory, street, office bldg., etc.) | 
= aoa 9 let work [_] at work t 
. 3 Ya 

21. 1 certify that (I) (this hospital) attended the deceased from... 000A. TT, ces a a to LOL Beocccnee 19.5.9 that (1) (we) last 

saw the deceased alive ea Loco d9$2Q., and that death occured ath aM, from the causes and on the date stated above; 
: 22b. DATE 


220. SIGNATURE 


as SIGN 
Mo. mH pola. DIRECTOR oO Pays. (9 [3 fo = 
ATS 22d, ADDRESS ive. 
the eee s Maes PB /. 2. V doveter Ak (p/ piPomm i, 4 


23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (ci, Town or aul 


10m 30=1967 St/ eer 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATYRE 7 
FransaDen Mesias Verne Tes Beas Pred pate OCT 3.0 19 vi fPliorbaa Hovage 3 


23a, BURIAL, CREMATION, 
REMOVAL (Specify) 


z 


FOR STATE 


HEALTH DEPT. 


TO DEPUTY 2. EXAMINER: This cert 


te should be executed within 24 haurs after death. If 


necessary, please execute the certificate, writing the ward “pending” j 


the funeral director. Page 4 shauld be farwarded ta the Chi 


5 may be retained for yaur files. 


TO FUNERAL DIRECTOR: 


ef Medical Examiner's Office along 


-transit permit. File pages land 2 with 
, crematian, or removal, and in any event within 72 haurs a 


Page 3 shauld be used as a burial 


Health or its designated agent, prior ta burial, 


VR AISME { 
6M 1/66 


NI 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


13708 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 13713 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
a. COUNTY Carroll eae oSTATE ig, b. COUNTY anes 
b. CITY OR TOWN {If autside carparate limits, ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside carparate limits, write RURAL and give nearest tawn) 
westminstenres D.O.A. Trenton Mill Rd. §Upperco 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS: @. i ‘ ee : 
Carroll Co. General Hospt. Trenton Mill Rd. ves [] no (9 
3. NAME OF « First Middle Last 4. DATE Manth Day Yeor 
ee aye KDAW. a ey 
S. SEX 6 er OR AACE 7. MARRIED iba) NEVER MARRIED ca DATE OF BIRTH 9. AGE bn cane i} we FUNDER a " 
Female | Whit wiooweo vivorcid [}} Auge 2, 1885 ee tO lina aie De li 
10a. USUAL OCCUPATION (Give kind af wark done 1Ob. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign cauntry) 12, CITIZEN OF WHAT 
during mere! nuneapere” if retired) - | INDUSTRY Balto. Co. Ma, Cou 2a aie 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
David M. Thompson Agnes Tipton 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
Wes, npg unknown) iN yes give warar does ofservie}nn 3 98 OB ah, Ge Russell, Jp ian Hampstead, Md. 2 onl 


1B. CAUSE OF DEATH (Enter anly ane cause per ling 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


vA ‘ DUE TO 

Canditions, if any, which gave ) 

rise ta immediate cause (a), DUE To 

stoling the underlying couse 

hee Wee a 
zz | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 19. WiC aE 
S — 
5 ves Tj] No CJ 
& | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 1B.) 
& PRIMARY [2 or CONTRIBUTING C1] 
S | CAUSE OF DEATH. 
S120. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (State) 
2 Hour a.m. While Nat Wine tra factary, street, affice bldg., etc.) 
ES pm. 19 otwark L] _atwork 


21. U certify thot | took charge of the remains 2 obove, held on Autopsy (_], Inspection B€, Inquiry [_], ond in my opinion 
deoth resulted from: _ Noturol causes Sql Aseident (1, Suicide (J, Homicide (CL), Undetermined monner (_} 


Zi? p S {) CHIEE, MEDICAL EXAMINER [_] 
SENATORE : SAL ISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
~, 
EXAMINER'S DEPUTY MEDICAL EXAMINER > /0- WAS 7 
NAME (Type) Addylss & ob NEG bicbuntel< » 


23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY ® y 
) 


73a, BURIAL, CREMATION, 
Oct. 18, 196 Trenton Cemetery Nd. GZ Les 0 


24. FUNERAL DIRECTOR ADDRESS Wo. RECD BY REGISTRAR | 25b. REGISTRARS SIGNATURE 
Tipton - Eline Funeral Home Hampstead, Md. migrT 1a 19 


D J 


t 


i 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


. 137at CERTIFIC ATH 39 
s 3 13749 Them #16 PEAR seer Fe 13724 
$e 1. PLACE OF DEATH — *¥ 2. USUAL RESIDENCE (Where deceased lived, Hf Institution: Residence before admission) 
» = a. COUNTY ATE b. COUNTY 
5 2 Carroll - __soManviann ||" Maryland Carroll | 
= > b. CHY OR TOWN [if outside corporate limits, c. LENGTH OF STAYIN Ib || c. CITY OR TOWN (lf outside corporata limits, write RURAL and give naeres! town} 
a write RURAL end giva nearest town) 
Jeans Rural, Sykesville 2 Weeks Rutal, Taneytown, Md, 67, 
E.R Se ‘d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give streel address) d, STREET see Mai ling Address ® 15 RESIDENCE 
3 w 
ou Pullens Nursing Home ss TE Pa, Ro B. 1 __|ves (No 
= 2 Sau '3. NAME 0: “First y “de aca 4 Oo ys jenth, ‘Dey Year 
5 Ban DECEASED 
3 2 ae (Type or print] Cher F SEATH GL BE 19 aA 
© oGs 3. SEX ~ (6. COLOR OR RACE 8. ke F BIRTH 9. AGE Cl IF UNDER 1 YEAR| IF UNDER 24 HRS, 
£2 8 : 7. MARRIED el NEVER MARRIED TET is bithdey! be ee Teor eas os 
e (88s Male Write | wooweo[]  oivorceo[]| 5/11/1898 69 yn. | 
$ 5 Fd = 10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
g< 3560 dona during most of working life, evan if relired) | 
3 BSe Farming Farms | Carroll County, Md, U.SeAe 
= og = 13. FATHER'S NAME _ F | 14. MOTHER'S MAIDEN NAME "= 
= of = | 
3 $22 John H, Keefer | Susanna Hahn 
are ios 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT a Address aT es 
2 323 (Yes, no, or unkown) | {Ifyesgive woror dates of service) 
a 9" 8 oy | 215-32- 9888 | Mes, Henry Eckard, Littlestown, Pa, Re D. 1 
tere & 18, CAUSE OF DEATH [Entor only one cause. 5) INTERVAL BETWEEN 
g- 
feces) 5 iy PART I. DEATH WAS CAUSED BY: ? Ome Pe 
SoBe IMMEDIATE CAUSE (0) U4 2 —— E ______|_ Ss sage. 
7 = j / . 
g a & ze DUE TO , Z 
B2efe Conti, teeny; which (b) ( a ta / LES Ee od 
e885 gava rise to immadiale cousa , : — = ia F si yy, 
“£2 nae (e), steting the underlying ( DUE TO 
a se os couse laste ir Ses _) | | (ote Sie 
a aig oO, Fr PART Il. OTHER ee CONDITIONS CONTRIBUTING TO DEATH Bl as RELATED TD THE eh Se DISEASE “CONDITION GIVEN IN PART ed 19. Re AY 
= #2 io] 
Bee, (|5 ea a xeon > fg Bian py oe _ = | wii 
me $25 3 [200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE KOWINTRy OCCUREDEnter neture of injury in Pert | or Part Il of item 18.) 
mous @ | OR CONTRIBUTING (] CAUSE OF DEATH 
afters G [UF EITHER, NOTIFY MEDICAL EXAMINER) 
rad o = — = = —s —— < - ae, 
OF 328 | 20c. TIME OF INJURY Month, Dey, Veer) 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, oh, 20%. (City or town) (County) {Stote) 
Bus au 2 oar’ ft Whila ___ Not While fectory, street, office bidg., etc.) 
a: ae 2: *L a 19 ot work [] at work 
4 ie 
peose . 1 certify that (I) (this-hospital) attended ue degeased from. LK (LE ose 3 CA at. Zi that (I) (vee) last 
<8 Bee saw the deceased alive on.. ee Bf, and that death occurred / , from the causes and on the date stated above. 
so FEET ICNATON boa he ED. STAFF 2a SIGNED 
of A PIAAEFL » mo. | PHYS. (7 theron O ys. 24 Lileb J 
5 ox Se err - ~ | 22d, ADDRES: a 
Hos se jc. PHYSICIAN'S } Okur 
Bee Rf ee B Al 7 BRA i) + JSG fez l le LTH 
Sepez Ze, BURIAL, CREMATION, | 23b, DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (s 
tae REMOVAL (Specily) 
orgzs Burial St, Marys Cemetery Silver Run, Carroll County, Md. 
VR AIS ADDRESS 25a, REC'D BY REGISTRAR eer B'S SIGN, Ay yong 
15M 7-6 Littlestown, Pag [vat NOV 3 


MARYLAND STATE DEPARTMENT OF HEALTH 


p.m. 9 ot wark ot work 


21. | certify that (I) (this hospital) Ss a the deceosed from__1900 19. 4° Octe , 19.97, that (I) (we) lost 


—— 1 Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
4 4 
13711 _ CERTIFICATE OF DEATH ies 
< 
Ss T. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
3s 0. COUNTY a, STATE 9,6 b. COUNTY arr 
5 3 Carrbll MARYLAND Md. Carroll 
Sess B.C OR TOWN TF outside rape is T LENGTH OF STAY IN Ib || «CITY OR TOWN (IF uiside corparote limits, write RURAL and give neorest town) 
= a write ‘ond give nearest town a) ay | ore 
§ 3°38 Wkesvilie life Sykesville be 
= eff d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospitol, give street address) &. STREET ADDRESS © BRED 
= ~ le i yy Lata 
2s Oaklahoma Road Oaklahoma Road ves LJ No 
= 3 NAME OF First Middle lost 4. DATE Month Day ‘Year 
= i ; A : OF 
2a ype or print) Alvina 7 King DEATH October 1, 19 67 
2 8-4 5. SEX ©. COLOR OR RACE | 7, MARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE [In yeors | IFUNDER 1 YEAR ROAMRS. 
2 € Ea x " pi | i} 0 6 peso Months | Doys | Hours | Min. 
are 3 Female | Negro wiooweo [] pvorco []}10-23-19) YS. 
2 Se Toa, USUAL OCCUPATION (Give kindof wark dane TO. KIND OF BUSINESS OR 11 BIRTHPLACE (County & State, or foreign country) 72 ZEN OF RAT 
2 Oia, luring most af warking life, eyen if retired’ INDUSTRY nq ? 
& B85 Housewte Home Maryland supe A 
2 Bas 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Zz gas 
= 2.8 4 te to 4 Tae 
Se sie Clarence Thomas Bertha Rheubottom 
= mee i WAS DECEASED VE US-ARMED FORCES? | 16, SOCAL SECURITY NO. 17. INFORMANT Address 
a =e '@s, NO, OF UNKNOWN, yes give wor or dotes of service} na “ . 2 N, 
See No 218-32-9877 Mr. Harry King Sykesville, Md. 
£ 38s 18, CAUSE OF DEATH (Enter only ane cause per line far (0), (b), and (c).) INTERVAL BETWEEN 
eee PART |. DEATH WAS CAUSED BY: . : ‘ 
‘g 38 5 IMMEDIATE caUSE (o)__Caxdiac failure, bronchial pneumonia, 
“is ea ‘ DUE TO Sh . ‘ 
£3 255 Conditions, if ony, which gave t)__Severe arthritis , Convulsive seigures 
5 235 tise to immediate cause (a), 
© tie SS stating the underlying cause DEE TO : 10/1/67 
25 350 last. aa. (9___ Anemia 
a 24.8 ——. 
ef yea x | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
2 CONTRIB Aton BEATE, 
we A eS = ves} NO pg 
S52 | 2, ACCIDENT WAS UNDERLYING L] 905. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
25 & } Ok CONTRIBUTING LJ CAUSE OF DEATH 
Sac | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
was S [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, ] 208 (city or fawn) (County) (Stata) 
£30 2 Haur 9.m. While Not While foctory, street, office bldg., etc.) : 
sae iS & Oo 
Ses 
ae 
£ 
£ 
= 
<3 
8 
é 


Page 4 may be retained by the haspitol ar attending physician. 
director, page 3 shauld be detached far use as the burial: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


& sow the deceased alive on_Oct 19©7_, ond that death occurred at 9300 from causes ond on the dote stoted abave. 
5 220. SIGNATURE a 226. DATE SIGNED 
ATTENDING MED. STAFF 
& AL mo. pays. Gd _oirector CO pws. C1 Oct. 2, 1967 
an De. PHYSICIAN'S 228. ADDRESS 
ges | NAME (Type) Howard E. Hall, M.D. kesville, Maryland 
& 
= 3 230, BURA CREMATION, 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (State) 
ire pec — i P F 7" 
ote ita y:y Sill y- 5 ‘bite. ck Coie ley Sykesville Md . 
ma 2a. RECD BY REGISTRAR 25b. REGISTRARS SIGNATUR| 
VR AIS! a . 
0 M1 pate {) i) 196 I fi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


— 


stating the underlying cause 
ey fac @ 


eyes 
; CERTIFICATE OF DEATH 13'716 
a= —— ——, 
3 1. PURGE OF-DE 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
s\? 0. COUNTY o. STATE b. COUNTY 
kt arroll MARYLAND Mar W, i 
= 235 b. CITY OR TOWN {If autside corporote limits, ¢ LENGTH OF STAY IN Ib © CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
2 Se. wae ie and, give nearest tawn} F 
§ (272 sville hyrs.3mos.27dys. Boonsboro 2/- Jn 
2 i cht} a. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d, STREET ADDRESS © RESIDENCE 
SOUNBSE 9. Springfield State Hospital 1h) S. Main St. ves C1 NO 
‘ fee ld ringfie ate Hospita 0 
= SEs 3. Aa, First Middle Lost 4, DATE ‘Month Doy ‘Year 
= 23 PE WESLEY KINEL KITCHEN BeaTH OCTOBER 10 __y 67 
S$ Fee 5. SEX 6 COLOR OR RACE] 7. MARRIED [—] NEVER MARRIED [_]| 8 DATE OF BIRTH 9, AGE {in years |_IFUNDER 1 YEAR_| IF UNDER 24 HRS, 
2 Eos Mal Thi Igst birthdoy) {Months Min. 
& Se> ale White wiDoweD #€] vivorceo []) 7-16-1884 B38" ys. 
3 = 
Rie Sc Too, USUAL OCCUPATION (Give kind af work done 1b. KIND OF BUSINESS OR 1. BIRTHPLACE (County & State, ar fareign country) 12. CITIZEN OF WHAT 
oS e2s during mast at working lite, even if retired) INDUSTRY West Vi ae coe 
2 esse n es irginia 
z Bas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= Bes Henry Kitchen Laura Turner 
« £8 TS. WAS DECEASED EVER INU.S. ARMED FORCES? ‘| 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
S $= 5 ftesrro ape (If yes give wor or dotes of service} 219-20 2632 IR ass 7 field S H 
3 26. e -20- ecords, opringfie tate 
hes pee 18. CAUSE OF DEATH (Enter anly one cause per line far (a), (b), and (c).) age BETWEEN 
= 232 PART |. DEATH WAS CAUSED BY; . AND DEATH 
3 SEE ianeore cause (o) M2SSive bilateral pneumonia aay 
=SRBMEsS : 4 
Wie Spee 7 DUE TO 
£22 Conditions, it any, which gave (b) 
egos tise ta immediate couse (a), 
c 
3 
3 
8 uy aR |. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. WAS AUTOPSY 
2 Ss assoc. with corevrat arteriosclerosis, with psychotic reaction veil ana g 
2 aS 
z = | 200. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il af item 18.) 
= 5 ce CONTRIBUTING Ci cAUE OF DEATH 
5 S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 & [20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED We. PLACE OF INJURY (Hame, farm, ] 20%. (City ar town) (County) (Stote) 
££ = Haur ‘a.m. While Nat While factary, street, affice bldg., etc.) 
5 p.m. 19 otwork L) ot wetk Cl 
= 


21. | certify that (!) (this hospigl) otended the deceased fram_O-13-63 : Hor30 P=10=6 , 19, that (1) (we) last 


saw the deceased alive on 19____, and that death accurred a , 1am causes and an the date stated above. 


2a. bey 4 C S 5 ae ATE “a ae 7b. DATE SIGNED 
b4e va: ye MD. _ PHYS. (1 oiecror CI pays. Gd} 10-10-67 


Tc. PHYSICIAN'S Yad. ADDRESS §~=Springfield State Hospital 
| ‘ave(ye) Glocrite G. Sagisi, M. D yke e,—Maryland 


%o. BURIAL, CREABNON, | 23b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY ; 73d. LOCATION (City ar Tawn) (County) (store) 
CREHKAK (Specify) 10-13-1967 |Falling Waters Pres.Cemet¢ry-spring Milis, Berkeley ,WVa 


in 24. FUNERAL DIRECTOR =A (Bt Ler DRESS 25a, RECD BY REGISTRAR 23b. REGISTRAR'S SIGNATURE 
25M 1/67 Brown Funeral Home Martinsburg,W.Va. one OCT 16 1967 - 


director, poge 3 shauld be detached far use as the bi 
shauld be filed with the State Dept. af Health priar ta buri 


Page 4 may be retained by the haspital ar attending 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 
TO FUNERAL DIRECTOR: 


2 MARYLAND STATE DEPARTMENT OF HEALTH 
1 DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


AQT1g Tem #26 Film #039) UIMCRTE"OF DEATH Ny 


ges 1 and 2 


sy funerol 
ithin-72 ours atte 


‘a 


ene 


leose remove cord 


physician and complet 


t 
hen 
, cremation, or removol, and in any event, 


-tronsit permit. 


The law requires thot the death certificate be executed within 24 hours after death. 


i PLACE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY 0. STATE b. COUNT! 
Carroll MARYLAND Maryla nd "baltimore 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN Ib CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 


ay fue re ive near st town) 


Maryland Byrs. 8monslidays Baltimore, Maryland 21231 VG 
a. a e saat OR INSTITUTION {If not in haspital, give street address) 4. SIREET ADDRESS = O2OUGF leet ob. eR RESDENE 
Springfield State Hospital AYKeSviT es / Marg lard S aL ‘0X 


3 NAME OF First Middle Lost 4. DATE Month Doy Year 
EAS toe F 
apron Felis: Joseph Kryger ae 10 14 67 
5. SEX 6 COLOR OR RACE | 7. MARRIED [X] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE [i hia iF DADE TERR Bee THURS, 
irthdoy Min, 
Male White wiooweo (7) pwvorco [)) 5-30-06 GltaGs i 
Wo, USUAL OCCUPATION Give es done 0b. ue oF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12 CITIZEN OF WHAT 
urjgg most of working life, even if retire INDUSTRY 
Weel Worker Maryland U.S.A. oeAe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Michael Kryger Marynna Koscinski 
TS. WAS DECEASED EVER INU.S, ARMED FORCES? To. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unknown) |(If yes give wor or dates of service] ‘ 
unknown 215-18-9063-ASpringfield Hospital Records, Sykesville 
18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (¢).) INTERVAL BETWEEN 


eR OFA A OIATE cause (o) Mesenteric Thrombosis 


DUE TO 


Conditions, it ony, which gove o)_Pulmonary Emphysema 


tise 10 immediote cause (0), 


Hoe? DEATH 


Years 


fe 
S 
c= 
5 
@ 
£ 
ss 
of Poe 
BoD [= 
a 
£555 
= Ss 
2 eS stoting the underlying couse DUE 10 
£& oot fost. [= aaa (C) + 
2's je 
S.8s PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. WAS AUTOPSY 
S8a8 3 See PERFORMED? 
Sige S 3 ‘ yes [_] xo K] 
Ssea55 5 Schizophrenic Reaction, Catatonic Type. 
eS GSS = 200. ACCIDENT WAS UNDERLYING 0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18) 
set ls & | OR CONTRIBUTING LI CAUSE OF DEATH 
Besse | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z= noe SY] m. TINE OF INIURY Month, Doy, Yeor [20d INJURY OCCURRED] 20e. PLACE OF INJURY (Home, form, [20K (Cty or town) (County) (Store) 
aee2eo0 2 Hour a.m, While Not While foctory, street, office bldg,, etc.) 
2 sae p.m. 19 otwork LI ceae 
a= pa A 21. IU certify that #) (this hesiiel en tended the de oe" fram_L=26=59 e3e) to LO=1) , QT, that (9) (we) last 
a 2 got saw the deceased alive on_+UT7 Sw and that death occurred a A.M, from causes ond on the dote stated above. 
Sed aes Tio. SIGNATURE 7b. DATE SIGNED 
<s OSs . oRS ee oO ATTENDING MED. STAFF 
x len? Ww MD. PHYS {J oirector C1 pais 
ors a i. ,. 
so oe He. PHYSICIAN'S 72d. ADDRESS 
Eerie (i NAME (Type) = Suha Ozeun 
a woo 
S3Z55 30, BURIAL, CREMATION, 23b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town) (County) __(Stote) 
Zoo & £ REMOVAL (Specify) 
ol21°o Bur 
= ma 74. FUNERAL DIRECTOR = 2 gees. 750. RECD BY REGISTRAR AY URE 
VR AIS (4) 
Bu Way Lilly & Zeiler Inc. 1901-07 Eastern Avenue | ,,0CT 17 


TO HOSPITAL OR ATTENDING PHYSI 


N: The law requires that the death certificate be executed within 24 hours after death. 


al ar attending physician. 


Page 4 may be retained by the has 
TO FUNERAL DIRECTOR: After this certificate has been si 


Re ae ar MARYEAND-21901 38 


"3 € Sis 

~~ 13715 CERTIFICATE OF DEATH 15216 
BA T. PLACE OF DEATH cs 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 

\ 0. COMM o. STATE b. COU! 
eos “Pre (<0 ‘ MARYLAND RA AR Ay AKL. 
23s B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN 1b © CITY OR TOWN (If oulside corpordfe limits, write RURAL ond give nearest town) 
eeu. write RURAL ond give nearest town) 
a Wins! i (he eee 
NY d_NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) cd. STREET ADDRESS eS RESIDEN 
i ae ON A FARM? 
Rt ? 
ees Rio cs, Coreen Bentt Union Bridge, Md. 
a4 3. NAME OF First Last 4. DATE ‘Month Doy ‘Year 

33s DECEASED 

7) 5 
$32 Eee or pit) (SAAS han Ceusry— | peatu 10 
aves 5, SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE {In yeors 
Egs —— O 10 i lost freer 
Sie ai uo wiowen [J pivorce [-] ee. ml a 
see 100, USUAL OCCUPATION (Bie Kind of work done TOb. KIND OF BUSINESS OR 11. BRTHPLACE (County & Stote, or foreign country) 12, CITIZEN OF WHAT 
: ee during most of working lite, even if retired) INDUSTRY ae COUNTRY? 
S32 — = ot rare cer 
sas A 
go 73, FATHERS NAME 14. MOTHER'S MAIDEN NAME 
Ze , A 
oe OH US 5 SCALE Ar)es 
ety TS. WAS DECEASED EVER INUS. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17, INFORMANT ‘Address 
ae (Yes, no, or unknown) {{If yes give wor or dates of service}} 
ea iS — 

5 eek 
: ra 18. CAUSE OF DEATH (Enter only one couse per line for ah OY INTERVAL BETWEEN 
£s PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
<< E IMMEDIATE CAUSE (0) 
42 F * 
aa DUE TO 
2 Conditions, if ony, which gove () 
S 


tise to immediote cause (a), 
stoting the underlying couse DUE TO 
st, Le Senge @ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 


19. WAS AUTOPSY 
PERFORMED? 


‘200. ACCIDENT WAS UNDERLYING L] 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF IWIURY Month, Day, Yeor 20d. INJURY OCCURRED 
lour_o.m, Whil Not Whil 
9 atiwark Cl Healy Oo 
AS a that (1) (this hospi Gtteaded the deepegs from 20 7 TY WGC to 
saw the deceased olive on / ond that ddéoth occurred x ‘om cadses and. on the date stoted obove. 


Db. DATE SIG 
ATTENDING MED. STAFF 
SRG Lg ps HE Bow 8 BE OL” OM P/E 


‘22K PHYSICIAN'S 7 ADDRESS 
NAME (Type) 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 


‘Me. PLACE OF INJURY (Home, form, 20f. 


(City or town) (County) (Stote} 
foctory, street, office bldg., etc.) 


MEDICAL CERTIFICATION 


shauld be fled with the State Dept. of Health priar ta burial, crematian, ar remaval, 


herman hang.M.D 


directar, page 3 shauld be detached far use as the burial 


730. BURIAL CREMATION, 3b. DATE THEREOF F (County) (Stote) 
D eatoa: is Hosp ome) 5 arro Hosp. eee Carroll Md. 


24, FONERAL DIRECTOR 
GLENN A. FI 


Bs 
=> 
ei 
R= 


DATE 


250. Nov TO ger 7 R re Si ag 4 


; 


te4 


Frags Kh 


, eat 
’ >) S43 
a ae 


} 
—_—_ J . z 
aR, der bl - : a tr \ - PVA ab EE 
“ff . a - Pe Ae aN ‘ 
eh geen - ON PEE Cre) 5 Fa: ort eS 
. wee eat ; fy ’ 
LB oo weed tS Sigs ee" SSL eR 
, a ot ba = ed 
+4) : j A\5 ot » ess 4 
' t ¢ . of zi ah Ki ‘ 
——— Piss —— -— ~ 


ie: kg Kiar Spay Aza A) Gxol> | i 


— - J 
——s 
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, oo 
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af 


Abd 


Cy 


= 
4 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours aff 


=) = 
es | and 2 
$ after death. 


ag 


a 


dineby the fu 


physician and campletely fille 
|, and in any event, within 


thon please remave carbon fapers. 


, crematian, ar remava 


E 
& 
2 
3 
2 
2 


eS 
3 
s 
= 
S 
@ 
= 
> 
2 
~~ 
3 
2 
> 
a 
= 
S 
3 
3 
4 
é 
2 
2 
2 
5 
3s 
2 
& 
s 
4 


je 3 shauld be detached for use as the bi 
filed with the State Dept. af Health priar ta burial 


<7 


Page 4 may be retained by the haspito! or attending physician. 
shauld be 


TO FUNERAL DIRECTOR: 
a 


directar, 


VR AIS (4) 
25M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
j 37 1 4 DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 ARTIS 


CERTIFICATE OF DEATH 


a 
2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. STATE b. COUNTY “ead 


Maryland Baltimore-City 
¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 
Baltimore i 


T STREET ADDRESS oS RESIDENCE 
ON A FARM? 
250) Moore Ave. ves [] No Gd 


|. PLACE OF DEATH 
0. COUNTY 


Carroll MARYLAND 
b. CITY OR oun iq outside corporote limits, c. LENGTH OF STAY IN 1b 
wrile RURAL and,giye nearest town 
westerns!) Z 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) 


Springfield State Hespital 


3: MARE OF First Middle Lost 4. DATE Month Doy Year 
OF 
(Type or print) SARAH HELEN LEBO DEATH OCTOBER 27 19 67 
5. SEX 6 COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED [_]] 8. DATE OF BIRTH 7 AGE Tn Tra FUNDER ERR TFUNDER 74 7RS_ 
i t birthdoy) fonths Min. 
Female White WIDOWED oworced T}| 9-4-1876 Sa aie 
To, USUAL OCCUPATION Give Kind of work done Db. KIND OF BUSINESS OR TI. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during pest alorking lite, even if retired) INDUSTRY. COUNTRY? 
actory worker Shoe Mfg. Pennsylvania «SA. 
73, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unimewmn Martin L, Helsler Unknown 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(¥fes,no, or unknown) {lf yes give wor or dotes of service} 
No 83-12-2103-A | Records, Springfield State Hospital 
18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: A ONSET AND DEATH 
F IMMEDIATE CAUSE (0) 
7 DUE 10 


Conditions, if ony, which gave )_Bronchopneumonia 


tise 1a immediate cause (a), 


stoting the underlying couse DUE TO 
lost. @ 
= | PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. was Ore 
= ves [X) NO J 
& | 200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING LI CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [ 20. TIME OF INJURY Month, Doy, Yeor 2Dd. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 2Df. (City or town) (County) (Grote) 
g Hour ‘o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 9 otwork CL] otwork C1 
21. | certify that (1) (this bagel attended the deceased fram_LO-26-67 Treg? ht 10-27-67 19, that (I}{we) last 
saw the deceased alive an wc {= 19 , and that death accurred at , ftom causes and an the date stated abave. 


22b. DATE SIGNED 


To, SIGNAT 3 hy 
D-. eS @ OA wp te 1 diecroe Otis Gt| 10-27-67 


Te. PHYSICIAN'S vd. ADDRESS Springfield State Hospital 
Nawe(Type) Antonius Glahn, Mi D. Sykesville, Maryland 
Zio. SURAL CREMATION be: DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY %d. LOCATION (City or Town) (County) __(Stote) 
a AL (Specify) 
Buris 10-30-67 
24. FUNERAL DIRECTOR ADORESS 250. REC'D BY REGISTRAR ‘2Sb. REGISTRAR’S SIGNATURE 


H.W,.Jenkins & Sons Co.4905 York Rd.,Ba ‘t@ocT 


The law requires thot the death certificate be executed within 24 hours after deoth. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


@- 


ges 
after 


hours 


pletéfy filled\in by the f 


lease remave ca 


oval, ond in any event 


hen p 


ng physician and cam 
, cremation, or rem 


igned by the attendi 
-tronsit permit. 


| or attending physicion. 


After this certificote has been si 


e 3 should be detached for use os the bi 


d with the State Dept. of Health prior to burial, 


a 
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° 

= 

@ 

£ 
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os 
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VR AIS (4) 

25M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
4 a7 1 c DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


a 


CERTIFICATE OF DEATH 13'719 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institutian: Residence before ‘admission V 
0. COUNTY Carroll o. STATE b. COUNTY, 
rro MARYLAND M Baltimore County 
b. CITY OR TOWN (If outside corporate limits, c LENGTH OF STAY IN Ib «. CITY OR TOWN (IF outside carparote limits, write RURAL and give neorest tawn) 
write pubs ‘and give nearest town) * 
Syie sville lyrs.6mos.27djs. _ Unknown G3 + 
d. NAME OF HDSPITAL OR INSTITUTION {If not in haspital, give street oddress) d. STREET ADDRESS @. oun Ait} 
Springfield State Hospital Unknown ves LJ No | 
3. Hae First Middle Lost 4. DATE Manth Day Year 
Type or print) CAMILLA (NMN) LINDE. DEATH Q 196 
S. SEX 6. COLOR OR RACE 7. MARRIED oO NEVER MARRIED B. DATE DF BIRTH 9. AGE {in yeors ae mee i THE JE UNDER 24 HRS. 
3 9 I 4 irthdoy) | Months | Doys Min. 
Female | White winowen [7] pivorced [] 188)? | Byes 
100. USUAL OCCUPATION (Give kind of work done 10b. KIND DF BUSINESS DR 1]. BIRTHPLACE {County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during mast af warking life, even if retired) INDUSTRY COUNTRY? 
Unknown 2 and A 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknow Unknown 
1S. WAS DECEASED EVER IN U.S. ARMED FDRCES? 16. SDCIAL SECURITY ND. 17. INFORMANT Address 


(Yes, no, or unknown) |{If yes give wor or dates of service] 


No ae R 


18. CAUSE OF DEATH (Enter anly one couse per line for (0), (b), ond (c}.) 
PART | DEATH Wat OMEDITE caUsé (o)_ATberiosclerotic cardiovascular disease 


S 


INTERVAL BETWEEN 
veo AND DEATH 


neat x) DUE TO 
Conditions, if ony, which gove (b) 
rise ta immediate cause (a), DUE 10 


stoting the underlying couse 
bet. peas 


«) Moderately advanced pulmonary tuberculosis, probabl: Years 


¢ at 


c= | PART IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
= Schizophrenic reaction, paranoid type ves] NO 
| 200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 1B.) 
& } OR CONTRIBUTING [7 CAUSE OF DEATH 
S | (IFEITHER, NOTIFY MEDICAL EXAMINER} 
S [m0 TIME DF INJURY Month, Doy, Yeor 703. INJURY OCCURRED We PLACE OF INIURY (Home, form, | 208 (City ar town) (County) [Stote) 
2 Haur‘o.m. While Not While joctory, street, affice bldg., etc.) 
i p.m. 9 atwork L] ot work oO 
21. \ certify that (I) (this hospital) attended the deceased fram_2=7—30 Pess: if O=0-07  19__, that (I) (we) last 
sow the deceased alive on 1O=6-67 _19__, and that death occurred ai fram causes ond on the date stoted abave 
20, SI Bret i wy, i Sahn a — 22, DATE SIGNED 
Z. ). 
d Nay C Rb "yte. WD. HS. (_prector © pars. 10-6-67 
2c. PAYSICIAN'S 7d. ee ‘in 1d State Hgspital 
NAME (Type) Julian Radzykewycz, M. D. Ke pe its Rig? Gand? 
Nee ore 


. BR TION, N RAR R VIVE“. LOCATION ay ‘or Tawn) (County) (State) 
SLs, O AGA S d Ro A 
ie “FUNERAL DIRECTO) Gio fen pes, fo, RECD BY hone ‘5b. REGISTRAR'S SIGNATURE 
; j yy 
Ee 5? TOAST OA ca 2 


f 


TO HOSPITAL OR ATTENDING PHYSICIAN 


The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the haspital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 


1. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (¢).) INTERVAL BETWEEN 


1 13720 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 ~ 

= 

4 CERTIFICATE OF DEATH Boy 

BN a 
1, PLACE he DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before oe) 

o. COU! 0. STATI b. COUNTY 

Carroll MARYLAND ‘Maryland Baltimore 

b. CITY OR TOWN (If outside corporote limits, «. LENGTH OF STAY IN 1b c. CITY OR ay (If outside corporate limits, write RURAL ond give nearest town) 

write RURAL ond give nearest tawn) 4 

6 yrs 10 mo || City, Baltimore Bo = 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street oddress) d. STREET ADDRESS re OWA FARM? 

) A f 
“| Springfield State Hospital 731 E. 22nd Street yes [] xo 
: 3. NAME OF First Middle Lost 4, DATE Month Doy Year 
Toso. ae 4 OF 

Ss Type oF print) Edward Joseph Lynch DEATH 10 9 67 
e pe = S. SEX 6. COLOR OR RACE 7. MARRIED Oo NEVER MARRIED oO 8 DATE OF BIRTH 9. AGE {in yeors IF UNDER 1 YEAR__| IF UNDER 24 HRS. 
S32 2 3 py “fat Months | Doys | Hours | Min. 
Ez ale White wioowe ff owvorctd CJ] 12 — 15 = 188 

Lo 100. USUAL OCCUPATION {one kind of work done 0b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign a 12. CITIZEN OF WHAT 
2s during most of working lite, even if retired) INOUSTR’ COUNTRY? 

S85 akeman el Maryland 

‘ga 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

Sei “ 

Soe Martin J. Lynch Mary Shannahan 

= 2 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 

oie S (Yes, no, or unknown) [{If yes give wor or dotes of service’ 

BE ot 220-5h.-9129- 

ca-3 

oe 

£ PART |. DEATH WAS CAUSED BY ONSET AND DEATH 
= IMMEDIATE CAUSE (o) Heart failure 

Sy DUE TO 

= Conditions, if any, which gove )___O1d extensive myocardial infarction 


tise to immediote couse (0), 


aging the underlying couse me 3 Bilateral bronchopneumonia 
los! C, 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) Weare 
| Schizophrenic Reaction, Hebephrenic type. Ye 


‘200. ACCIDENT WAS UNDERLYING C) 
OR CONTRIBUTING CICAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 
Hour aa While Not While 
WW at work Oo work 


21. 1 say that #) (this hospital premues the dec = fram 
eee 2 a 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20d. INSURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 


foctory, street, office bldg., etc.) 


20f. (City or town) (County) (Stote) 


MEDICAL CERTIFICATION 


After this certificate has been si 


directar, page 3 shauld be detached far use as the burial-transit 


, thot XI) (we) last 


should be filed with the State Dept. af Health prior to burial, crematian, 


& saw the deceased we on_1LO-2y- , and that death occurred at PMiram couses and an the date stated abave. 
5 [o, SIGNATURE 22. DATE SIGNED 
a ATTENDING MED. STAFF 
= D._ PHYS (3 _pirector C1 pays. 
Ose ic. PHYSICIAN'S 22d. ADDRESS 
z ) NAME (Type) = Octavie Ruiz, M. eo: Springfield State Hospital Maryland 
é Bo. SUR CREMATION, 23b, DATE THEREO) IME OF GEMETERY OR CREMATORY 23d. LOCATION (City or Town Count State) 4 
= aL (Speci Midnite 23/0 ) (gm pales 
° -Hre Pad Ps 
wie ADDRE a. RECD BY REGISTRAR REGISTRAR’'S SIGNATURE 
4 bare : 
25M We? pod 4 POT" h ane 2 Fé , df on CT 17 196 


7 13, . 


MARYLAND STATE DEPARTMENT OF HEALTH 


] DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 _ 
or state | 13718 MEDICAL EXAMINER'S CERTIFICATE OF DEATH lifes 
HEALTH DEPT. [7 piace or peatn 7, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
= 0. COUNTY 0, STATE bCOUNTY, —/ 
= Carroll MARYLAND Maryland Bettinare. 
a B. CITY OR TOWN (If outside corporate limits, < LENGTH OF STAY IN 1b <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 write rut onde neorest town) : 7 ihe 
os Rural-Westminster i B altimore SORS 
ep. = d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
i ‘= a 1) ae Po e ON_A FARM? 
eS 2 PV i. Calhoun Stree ves L] no 
p Ou 110 1 it t it CO) no ft 
= 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
q d DECEASED | f OF 
(Type or print) (ai ARVEY By MARING DEATH 1 
5. SEX 6. COLOR OR RACE 7. MARRIED. (a NEVER MARRIED td 8. DATE OF BIRTH 9. AGE pn tears 
4 lost birthdoy’ 
Male White wiooweo ovoro [July 29,1935 | 32. vs. 
ee USUAL eer ive i of wr done 1b. KIND Ol BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) W2: een OF WHAT 
luring most of working life, even if retirec INDUSTRY ? 
“ecistered Nurse Carroll Co., Md. UiSehs 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Ralph D. Maring Bessie W. Pickett 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? __ | 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown) |(If yes giye wor or dotes of servise} a ae OF ¥ 
Yes (1 to 1954 218-32-9076 Mr Joh_D. Maring Westm e ‘id. 


18 CAUSE OF DEATH (Enter only one couse per tine top 
PART |. DEATH WAS CAUSED BY: 

oe > IMMEDIATE CAUSE {0) 
976 xX DUE To 
Conditions, if ony, which gove {b) 
rise to immediote couse (0), 
stoting the underlying couse 
Ce [error =x @ 


INTERVAL BETWEEN 
6 D, DEATH 


g the ward “pending” in penci 


the funeral directar. Page 4 should be forwarded ta the Chief Medical Examiner's Office di 


This certificate shauld be executed within 24 haurs after death. e@ delay is 


Health prior to burial, cremation, or remaval, and in any event within 72 hours after death. 


TO FUNERAL DIRECTOR: Page 3 shauld be used os 9 burial-transit permit. File pages land2 wif 


TO DEPUTY e.. EXAMINER 


= wx | PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 9 WAS AUTOPSY 
2 Ee we eh 
te Ss P ; 
2 & | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY DECURRED. (Enter noture gfiniury in Port | Port WAL item 18. 
_= & | PRIMARY Tor CONTRIBUTING C1 rhe, Prt pfllur pos ! % Waa 
Sex S| cause TH. 
ose S [20c. TIME OF INJURY Month, Doy, Yeor INJURY OCCURRED Oe. PLACE OF INJURYAHome, form, | 20f. (City or town ou (Stote), 
+ = 3 Hour om. While Not While Actory, stregf, office,blgg, etc.) 
2 3 = tf p.m, [o- LS WG atwork LJ of work «Xl o geck f ff “fo {1 
g 3 21. | certify that | taok charge af the remains described above, held an Autopsy [_], Inspection [J], Inquiry [_], _ ond in my opinion 
esy deoth resulted from: — Noturol couses [], Xépdent (J, Suicide &, Homicide (_], Undetermined monner [_] 
o = kewl EZ } CHIEF MEDICAL EXAMINER [_] 
eee SIGNATURE ASSISTANT MEDICAL EXAMINER L] zs See 
e523 4 EXAMINER'S DEPUTY MEDICAL EXAMINER p ‘ hae Ce Wa 
85 e NAME (Type) + Glenn Sveifher 13565 pea 
2 — 230. BURIAL, niet f 23b. DATE THEREOF 23c. NAME OF CEMETERY Capac’ 23d. LOCATION (City or Town) (County) (Stote) 
a R edly) 
BATE 10/21/1967 


Winfield Church Of Gbha Carroll Md. 
24, FUNERAL DIRECTOR ADDRESS 2So, REC] "y" +49 2b, a piRAR'S GNATARE 
mumOQ |C. M. Waltz Box 241 Sykesville, Md. ott 23 86 Pihemeda Veudge 


The law requires that the deoth certificate be executed within 24 hours after deoth. 


Page 4 moy be retained by the hospital or attending physicion. 
TO FUNERAL DIRECTOR: After this certificote has been signed by the attendin 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


il 
p 


H physicion and comet 
hen please remove tarban. 
ovol, andin ony everihwit 


, cremotion, or rem: 


director, page 3 should be detached for use as the burial-transit permit. 


should be fied with the Stote Dept. of Health prior to burial 


MARYLAND STATE DEPARTMENT OF EALIA 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


2 ryepe 
13719 CERTIFICATE OF DEATH A372 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) | / 
a. COUNTY o. STATE b. coun ‘ 
Carroll MARYLAND. aryland loward 
B. CITY OR TOWN (If outside corporate limits, ©. LENGTH OF STAY IN 1b © CITY OR TOWN (If outside corparate limits, write RURAL and give nearest town) 
write RURAL ond give nearest ro 
Rural - Sykesville mos. 23 da Ellicott Cit; 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS o: BE REIDENCE 
pring d State Hospita 9 Marvkand Avenu ves L]_no [i 
3. NAME OF First Middle Lost 4, DATE Month Day Year 
DECEASED _ OF 
(Type ar print) WILBUR N DEATH 
5. SEX 6 COLOR OR RACE | 7, MARRIED [7] NEVER MARRIED [_] | 8 DATE OF BIRTH = AGE ib years 
lost birthday) 
“ - WIDOWED pworceo []| 3-1-1879 88 ys. 
10a. USUAL OCCUPATION af work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign cauntry) 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 
NnKRnoOwnN 
14. MOTHER'S MAIDEN NAME 
nKNOWN NKTMLO WD 
TS. WAS DECEASED EVER INU(S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
(Yes, no, ar unknawn)} |(If yes give war ar dates af service} 7 
Inknown 21-18-1688 |Records, Springfield State Hospital 
18. CAUSE OF DEATH (Enter only one cause per line for (a), (b), and (¢).) INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY. ONSET AND DEATH 
Lae’, IMMEDIATE CAUSE (a) 
WO DUE TO 
Conditions, if ony, which gave (b) 
tise ta immediate cause (0), DUET 
stoting the underlying couse ia 
fast. © 
= | PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART TS} 19. WAS AUTOPSY 
S|Chronic brain syndrome associated with senile brain disease dh ie 
S{_psycho &; Lon yes [] No 
= | 200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of itern 18.) 
& ] OR CONTRIBUTING CICAUSE OF DEATH 
| (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S [2c TIME OF INJURY Manth, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (Stote) 
2 Hour a.m. While Nat While factary, street, office bldg., etc.) 
p.m. 19 atwark CL] atwark CI 


21. 1 certify thot (X (this hospitol) ottended the decegsed from 19 . to October 9., 19.67, thot (K (we) last 
soysthe deceosed olive on October 9, 19_67, ond thot deoth occurred of Ls from couses ond on the dote stoted obove. 


Taf SKONATURE KD 22. DATE SIGNED 
TA U7 Ct ATTENDING MED. STAFF 
1, thy .D. PHYS. (1_ pirector C2) pus. £1] 10-9-67 
e 


Te. PHYSICIAN'S 7d, ADDRESS Springrield Sta ospital 
HAE (type) jan Radzykew; MD kesv a, Maryland fe 
Tic BORA CREMATION, TZ. DATE THEREOF 23 NAE OF CEMETERY OF CREMATORY Fd, LOCATION (City or 2 (County) (ote) 
Ri if ao | pes 
Biase /0- 21-67 \ Freedom (eye esVifle Ma 


VR ANS (4) “Ml, - 3 ff vile. | 250. REC'D BY REGISTRAR 28b. REGISTRARS SIGNATURE 
iN y tL ? 
em Vay \ lu é Waugh Aye %) fi. oat CT ie Ta pelmnths utger 


\: 


ral 
jes 1 ond 2 


ay h. 


9 
hours after death. 


Pa 


filledsin by the 
paper; 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


4 * eyryey 
13729 ABI 
1s CERTIFICATE OF DEATH : 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) af 
a. COUNTY a. STATE b. COUNTY. 
. MARYLAND Maryland Baltimore .¢ 
b. CITY OR TOWN (If autside carparate limits, «. LENGTH OF STAY IN Ib CITY OR TOWN (If autside carparate limits, write RURAL and give nearest town) 
ite RRA give nearest tawn} 3 
Sykesv 3yrs .25dys. Baltimore Y a 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street address) d. STREET ADDRESS a. Shea rae 
Springfield State Hospital 1104 W. hOth St. yes [)_no fy) 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
CEASED | OF 
Type ot print) JOSEPH Vv. MINITOR DEATH 19 87 
$. SEX 6. COLOR OR RACE 7. MARRIED Oo NEVER MARRIED oO 8. DATE OF BIRTH p ne {in re ies YEAR Pinos 24 HRS. 
last birthda iH Min. 
Male White woowen [Sep -oworceo FJ] 12-22-1899 ae |) 
Wet USUAL AON igi ae af eer 10b. KIND ct BUSINESS OR 11. BIRTHPLACE (County & State, ar foreign cauntry) 12. nee ig WHAT 
luring mast of working life, even if retire NDUSTI INTRY? 
atone Cuadrer SulG8b Company M, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unkneown- Méchael Minitor PBaknewn Cress 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknawn) |(If yes give war ar dates af service} 
nknown 213-10-2657-A 8 S 


The law requires that the death certificate be executed within_24 hours| 
d by the attending physician and campletel 
-transit permit. Then please remave carb: 
, crematian, af removal, and in any event, wif 


Page 4 may be retained by the haspital or attending physician. 


Id be filed with the State Dept. of Health priar to bi 


directar, poge 3 shauld be detached far use as the b 


18. Gus OF DEATH (Enter aly are «cause per line for (a), (b), and (c).) 
PART |. DEATH WAS CAUSED BY: 3 
1 IMMEDIATE Cause (a) Arteriosclerotic heart disease 


INTERVAL BEFWEEN 
ONSET AND DEATH 


DUE TO 
Conditions, if ony, which gove (b) 
tise ta immediate cause (a), DUE TO 
stating the underlying cause 
fost, —— « Infected gangrenous decubitus ulcers 
| PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. eeu 
: CBS assoc. with cerebral arteriosclerosis, with psychotic reaction YES 0 O 
| 200. ACCIDENT WAS UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S | 20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) (County) (State) 
= Hour ee While Nat While factary, street, affice bldg., etc.) 
at wark LJ ot work ’ 
2.4 ro that (I) (this ia attended the deceased fram_7—-30—6 br35- 10-25-67 19___, that (I) (we) last 
saw the deceased alive an_ =6 19 and that death accurred a from causes and on the date stated abave. 


‘20. SIGNATURE 22b. DATE SIGNED 


a Ze no BRO Cl Hoe C1 BH )/ 10-25-67 
Tic. PHYSICIAN'S. 22d. ADDRESS pr’ ng. osp 
NAME (Type) Qetavio A. Sates Bel «De s Syhenviile, Marstand 


730. BURIAL, CREMATION, Bb. my THEREOF Sur 73 F CEMFTERY OR FREMATORY 23d, LOCATION ( ae ar Tawn) ou (State) 
REMOYAE (Specify) lO-2£ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certificate has been si 


< 
3 
» 
a 


Geared Adah pit asccoksiek roe 


thin 24 hours after 


ithin 72‘hours 


igned by the attending physician and compl: 
wil 


transit permit. Then please remove carbon pap 


The law requires that the death certificate be executed 
physician. 


be retained by the hospital or attending 


é 


TO FUNERAL 


|, cremation, or removal, and in any event, 


jie has been si 


ATTENDING PHYSICIAN: 
CTOR: Alter this certi 
director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial 


TO HOSPITA 
death. Page 


VR AIS {4) 
15M 7/61 Qe 


er 
~~ 


MEDICAL CERTIFICATION: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13724 CERTIFICATE OF DEATH 13724 
1 oo Gen DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 
Ca fro wig MARYLAND ae ae LLL FA ae Ms wWahRef 


b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH < STAY IN 1b «. CITY OR TOWN [If outside corporate limits, write RURAL end give neerest town) 7 


Wistn’ RURAL end pha nearest town) Me nt abd y) he. ~ ie r 
cl 


rstek 
d. NAME OF Prins ‘OR INSTITUTION [if not In hospital, give ae. mae ET ADDRESS e. 1S RESIDENCE 
ON A FARM? 


Carroll Ce. Gen. fosphe | \_ Dhy Xd ves geno 


|. NAME OF 4 ‘DATE Month Dey Yeer 


type or pen hee Annie _Noyes Beara LO {gob 7 


5. SEX 6. COLOR OR RACE 7. MARRIED PANever MARRIED Oo 8. DATE OF. Le 7G {In"years | IF UNDER 1 YE. “IF UNDER 24 
. irthday) baer “Days | Hours | Min, 
(Dhete wivowen [] __ivorcen ["] ~/ 3 1S g A yrs. 

Toa, USUAL phe U2 (Give kind of work | 105. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


ring most of working re ‘even if retired) 


USE th ra u He mg. 


13, FATHER'S NAME 


Alob Mark 


1S. WAS DECEASED EVER IN U.S. ARMED F ES? 
(Yes, no, or unkown) | (Ifyes giveweror dates of service) 
z = 


18. CAUSE OF DEATH [Enter only one couse per line fe 


7. ees A 


4. ye S MAIDEN NAME 


fda UATeNg esserk 


Address, 


16. SOCIAL SECURITY NO.! 17, INFORMA 


Me. Harvey N oyes = Sykesu/ dhe Md 


) {b), end {c).] INTERVAL BETWEEN. 
ONSET AND DEATH 


A OAM W ERM) CEREBRAL. VASCULMR Twsvericlevey /nme a 


7 


DUE TO 
Conditions, it eny, which ow CEREBRAL THRomRosis 6 WKS. 
gave rise to immediete cause 

DUE TO 


{e), steting the underlying 


wo HYrertensive CARrdiovascviae Disease| Wiener _ 


PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. "WAS AUTOPSY 
YES No [xy 


200. ACCIDENT WAS UNDERLYING [] | 2Db, OESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


(WF EITHER, NOTIFY MEDICAL EXAMINER) 


2De, PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (Stete) 
fectory, street, office bldg., ete.) | 
| 


20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURREO 


While Not While 
jot work et work 


19 ee 
Z the deceased from. Lh Slown ad OLLE....., WOD, that Gi)_(we) last 


21. I certify that 0m (this hospital) rape 
saw the de¢eased alive on.. £194. i and that desth occured We aioe the causes and on the | date stated above, 


"2b. PAE 
ATTENDING MED. STAFF 
= oD) mp. | PRYS. TI oikector ( pxys. [] tol for 


HYSICIAN' Er 
NAME (Type) 


tg Fin, Te.) (iectwlnstee itd - cE 


23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. ees aE (City, t ‘or county) {Stete) 


as Re i: 4 hake View : REC'D BY = Serna Ue RAR'S wall 
ide delioudl, Md. leet 19 1967 oemtas aces 


. BURIAL, CREMATION, 
OTA (Specify) 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hourssafter death. 


ws 


ician and/cor 


lease rerka' 
, ond in an’ 


ronsit permit. Then 
remation, or remova 


After this certificate hos been signed by the ottending phys 
f Health prior to bur 


e 3 should be detached far use as the bur 


ould be fled with the State Dept. o 


~ 


Page 4 moy be retained by the hospital or attending physicion. 


TO FUNERAL DIRECTOR: 
director, pa 


79 yey 
13722 CERTIFICATE OF DEATH 13725 
J. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
. COUNTY 0. STATE b. COUNTY 
Carroll MARYLAND Md. Carroll 
B. CTY OR TOWN (if outside corporate fits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 
write ond give nearest = 4 a eceaee 
Rural Sykesville 15 Years|| Rural Sykesville ob 
d, NAME OF HOSPITAL OR INSTITUTION “4 Tat in haspital, give street address) a. STREET ADDRESS 6. BS RESIDENCE 
Gaither Road Gaither Road ves EK] no 0) 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
, 2 3 OF 1 
{Type or print) Clara Louise Peiffer peat Oct. aie} 967 
5. SEX 6. COLOR OR RACE | 7, MARRIED NEVER MARRIED [~] | 8 DATE OF BIRTH 9. AGE fn yeors [_IFUNDER | YEAR_| IF UNDER 24 HRS. 
last User Months | Days | Hours ] Min. 
Female White wioowed [] pworclo (| 8-23-1899 
Ta. USUAL OCCUPATION (Give kind af work done T0b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country} 12, CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY ? 
iseuife ome Ls Usa 
V3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Osca erbe E e Ti 
i WAS DECEASED Cae ED FORCES? 16. SOCIAL SECURITY NO 17. INFORMANT ‘Address 
es, no, ar UNKnawn) yes give war ar lates af service} . : 
t eee] es Mr. Webb Peiffer Sykesville, Nd. 
18. CAUSE OF DEATH {Enter only ane cause per line for {a}, (b), and (c).) INTERVAL aN 
PART |. DEATH WAS CAUSED BY: 
: IMMEDIATE CAUSE (o) CSREBRAL HE! G 
4Q¢ DUE 10 
Conditions, if any, which gave 0) HYPERTENSIVE CARDIOVASCULAR DISEASE 


tise ta immediote cause {a}, 
stoting the underlying couse bUE TO 


oy Ot ares (}_ARTERIOSCLEROTIC HEART DISEASE 
PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN 1N PART 1(o) 


19. WAS AUTOPSY 
PERFORMED? 


z 
c=) 
5 vs C) NO Bd 
= [2o. ACCIDENT WAS UNDERLYING DD Wb. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il af item 18) 
© | OR CONTRIBUTING LI CAUSE OF DEATH 
S| (ir EITHER, NOTIFY MEDICAL EXAMINER) 
S [xic. TIME OF INJURY Month, Day, Year 70d. INJURY OCCURRED | We. PLACE OF INJURY (Hame, farm, | 201. (City or town) (County) Grate) 
= Hour’ a.m. While Not While factory, street, office bldg., etc.) 
p.m. otwark L] otwork C1 
21. | certify that (1) attended the deceased fram_7/Apri 1/68 , tat /Oct/6 , that (1) (ax) las 
saw the deceased As eo 19____, and that death occurred ot 730M causes and an ne dote stoted above 
70. SIGNATURE Pate =a 2b. DATE SIGNED 
“ES AA AU)” mo. PHYS. ded birécror CO pie CI 1foct/67 
2c. PHYSICIAN'S ¥ 22d. ADDRESS 
Typ 
NAME (TyP€H Jon 2 Bos RD esville, Md g 
2io, BURIAL Foti 7b. DATE THEREOF 23c_ NAME OF CEMETERY OR, Pai ; Zid. JOCATION (Cy ot Town) (County) 
be ee ‘Specify} 
pe ield ne desui/lle 


i ERAL a7 ro 250. RECD BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 


Ji ha. A961 _potonlee Jeg 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


rete 3722 CERTIFICATE OF DEATH 13726 

2 ss - 

3 € 3 1 Tae DEATH 2. USUAL RESIDENCE (Where deceasad lived, If institution: Residence before admission) 

fee se & 

3 AARROAL Ce. MARYLAND yp LDA PaeaA) a CARR Oe 

= | b. CITY OR TOWN lif outside corporate limits, “€, LENGTH OF STAY IN 1b ~. CITY OR TOWN (if ‘corporate limits, writs RURAL and give neerest town) 

x __write RURAL and give nearest town) — yi 

Pa MVE STI UY STE) Mf ia LVESTLBINS TEA 

ry d, NAME OF HOSPITAL OR INSTITUTION (if no! in hospital, give st d. STREET ADDRESS i 9+ 1S RESIDENCE 

8) | GRU“ZL LA. GEN: AY OSIV TPL. 30 PRK IIE - ves [] No EE 
3. NAME OF First Middle Lat “a. BATE Month “Yer 


DECEASED 
(Type or print) 


a 


” oF 
pean = ft 7 z 96> 
7. MARRIED EVER MARRIED 8. DATE OF SIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 247HRS. 
Es Oo last birthday} Hee Days | Hours Min. 


wipowep [_] DivorceD [_] Jive 7 LOGY 73 ys. 


Db. KIND OF BUSINESS OR INDUSTRY | 11. inne (County & State, or foreign country) 


(SPSEK "| 6. COLOR OR RACE 


MALE WATE 


10a. USUAL OCCUPATION (Give kind of 
done | Sopp most of working life, even if 


0. BUS OWNER And Deve (SA rynspRE, /1p. 


14, MOTHER'S MAIDEN NAME 


= 


e attending physician And co 


~) 12. CITIZEN OF WHAT COUNTRY? 


ASA, 


StH 00 'S Ni 


17, INFORMANT Address xq) 4, ae 
24 SUS ETHEL SFR (PDR REEL. 


INTERVAL BETWEEN 
ONSET AND DEATH 


VAIQES. PLPKE ED. PAILLIPS. | PALIOL PRC FISHER 


15. WAS DECEASED EVER IN U.S. ARMEL 
{Hyexgive weror dates ofservice) 


16. SOCIAL SECURITY NO. 


AIG =i 2 


Then please remove{cashoa papers. 


(Yes, no, or unkown) 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) 


- * — i ; 7 
Up DUE TO 2 ve 2 a a 
Conditions, if eny, which (b) Drgoacn : $y 


gave rise to immediete cause 
(a), stating the underlying 
cause fest. 


DUE TO 


(c)__ 


4 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (e]| 19. WAS AUTOPSY 
9 Se PERFORMED 

< ves [] no [] 
= ] 200. ACCIDENT WAS UNDERLYING [] | 206. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert I or Pert Il of item 18.) : = 
& | OP CONTRIBUTING [] CAUSE OF DEATH 

& [UF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) ~ (County) “{Stete) 
a Hour e.m. While Not While fectory, street, office bidg., etc.) | 

= ne 19 at work at work ! 


retained by the hospital or attending physician. 
CTOR: After this certificate has been signed by th 


director, page 3 should be detached for use as the burial-transit permit. 


AITENDING PHYSICIAN: The law requires that the death certificate be executed 


a. I certify that (I) (this pee attended the deceased from. 
saw the deceased alive on... 


be filed with the State Dept, of Health prior to burial, cremation, or removal, and in any eveft, within/72 hours af 


226. DATE 
ED. STAFF SIGNED 

Sf . a Pays oMeecron 3) PHYS. ke LOY 3/fé 5 I Jp 

H oa ; ‘22d. ADDRESS 

Boe 5 MARSH ra | J ARMA beet eth 

gee 23a. BURIAL, CREMATION, iz “DATE THEREOF I" NAME OF CEMETERY 23d. LOCATION oe fown or county) ~*~ State] ; 
3 Vy et” 

gre C7. by, M7 ESTATE LD. 
VR AIS (4) é 24 er Le on C7 ADDRESS 


ee Qed Sey eat p00 0H > td. OCT 5 a pee 59 ee 


The faw requires that the deoth certificote be executed- 


Poge 4 may be retoined by the hospitol or attending physicion. 
TO FUNERAL DIRECTOR: After this certificote hos been signed by the attending physician and comple 


TO HOSPITAL OR ATTENDING PHYSICIAN 


g in by the fune' 
Pages 1 and 2 
in 72 hours after death. 


papers, 


ease remove core 


d with the Stote Dept. of Heolth prior to buriol, cremotion, or removol, ond in ony event, wit 


je 3 shauld be detached for use os the buriol-tronsit permit. Then p 


director, pot 
should be fie 


VR AL 


% 
3 
= 

& 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


©) . 
13724 CERTIFICATE OF DEATH 13727 
|. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived, if ieee Residence befare admissian) 
0. COUNTY Mare UNTY 
arroll MARYLAND land Ee etenee Cr 
b. CITY OR TOWN (IF one corporate limits, im Eety STAY IN Ib c CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 
“a yikes ae Beets town) g e 7 hy 
esvid Tyrs. - || Baltimore Z “E 
d. ah OF HOSPITAL “ Srna {!f not in hospitol, give street oddress) d. STREET ADDRESS. 2° RE es 
Springfield State Hospital 514 E. Pratt St. ves LJ No fl 
F DECEASED it Middle 4. Date Manth Doy Year 
Type oF print) JOSEPH DEATH OCTOBER bsg 
6 COLOR OR RACE 7. MARRIED [] NEVER MARRIED oO B is oF BIRTH 9. AGE fin eens [_IFUNDER 1 YEAR _] LYE ME 4 HRS. 
st birthda Min. 
wioows [Bep. pivoréo []| 5-10-1890 Kikai 3 Daal el ae y 
10a. USUAL OCCUPATION he kind af work done 0b. KIND OF BUSINESS OR 11. BIRTHPLACE {County & State, or foreign country} V2. CITIZEN OF WHAT 
INDUSTRY COUNTRY ? 


orter (retire 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John Reinfelts Birdie Killmeyer 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknawn) [(If yes give war or dotes of service] ‘ 4 
No 212-12-7h)2 Records, Springfield State Hospital 


18. CAUSE OF DEATH (Enter only one couse per line for {a), (b), ond (c).) INTERVAL BETWEEN 


ipryland 


during most of working lite, ponies ay 


PART |, DEATH WAS CAUSED BY: ND DEATH 
IMMEDIATE cause ()_ COX Pulmonale ye hils 
a, DUE TO 
Conditions, if ony, which gove Pulmonary emphysema Years 
rise to immediote cause (0), DUE fe Vea Ee 
stoting the underlying couse 
fost. (3) 
PART I, OTHER SIGNIFICANT ToS ——- TO DEATH hid RELATED TO, THETERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 
BS assoc her CNS syphilis, without qualifying phrase 
Old 2 as ed _pulimomry a4 a eae PALS ves LJ No &) 
200. ACCIDENT WAS UNDERLYING C1 26, DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il af item 1B.) 


OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 20f. {City or tawn) (County) (State) 
Hour o.m. While Not While factory, street, office bldg., etc.) 
pm, 19 atwark L) “atwork 
21. U certify that (I) (this hospital) attended the deceased fram_Ll=cO=57 ‘orase O-h=67 , 19.._, that (I) (we) last 
saw the deceased alive an 9, and that death accurred ot causes and on the dote stoted above. 


Tio. SIGNATURE, Ti 7 ae = oe 7b, DATE SIGNED 
Att fA Lite MD. _ PHYS. C1 oirector CI bas, 10-5-67 


me time(s) Octavio A. Ruiz, My ne OS Springfield State Hospital 


ed 
Ss 
= 
Ss 
& 
& 
S 
= 
2 
S 
= 


rKe 4 i a na 
2a. Steins 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City ar Tawn) (County) (State) 
Biter” 10/7/67 Holy Redeemer Cemete: Baltimore, Md. 
24. FUNERAL DIRECTOR ADDRESS 2Sa. REC'D BY REGISTRAR va REGISTRAR'S SIGNATURE 
5 9 : Aaya p 
Ullrich Funeral Home 4210 Belair Road. oe OCT 1 i 


— 


€ = 
i=] i=} 
8 

a=] 

s 20s 
= 

Ld i= 
3 & 

= 

cs} 


hen please remave carbon 


je 3 shauld be detached far use as the bu 


shauld be fied with the State Dept. af Health priar ta burial, 


FUNERAL DIRECTOR: After this certificate has been — by the attending physician and campletely fijledeiweby|the funeral 
irectar, pa 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 2. 


Page 4 may be retained by the haspital ar attending physician. 


VR AIS (4) 
25M 1/67 | 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


412796, 13°72. 
1372% CERTIFICATE OF DEATH 13'728 
1. PLACE OF DEATH 2. UBUAL RESIDENCE [Where deceosed ved finstoton: Residence before odmission) 7 
o. COUNTY 0. STATE b. COUNTY 
Carroll MARYLAND Maryland Allegany 
b. CITY OR TOWN {If outside corporote limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
write RURAL and give nearest tawn) We te: 
Sykesville os .28dys esternport i) 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS e. Bie EME 
pringfield State Hospita 111 Main St. ves [] No [3t 
3” NAME OF First Middle Tost 4 DATE Month Doy Year 
. ol 
(Type or print) BERNICE OPHELIA REPP DEATH OCTOBER 31 1 6 
3, SEX @ COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED []] 8. DATE OF BIRTH AGE [neers TLIFUADER YEA [FUNDER 24 HAS 
4 lost birthdoy) Months Min, 
Female White WIDOWED pivorceo []] 2=16-189h, Ys. 
100. USUAL OCCUPATION lore kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12, CITIZEN OF WHAT 
during iy of yprine lite, even if retired) INDUSTRY 4 COUNTRY ? 
eacher West Virginia 


13. FATHER'S NAME 

Philip Sherman Carnell 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? V6, SOCIAL SECURITY NO. 
(Yes, no, or unknown) {" yes give wor or dotes of service] 

No 219-52-0276 

18. fAtse Pa ie (Enter say one couse per line for (0), (b), ond (¢).) 
"ART I. WAS CAUSED BY: 
IMMEDIATE CAUSE (o) Heart failure 

TA DUE 10 

Conditions, if ony, which gove (b) Arteriosclerotic heart disease 


tise to immediote couse (0), 


14. MOTHER'S MAIDEN NAME 


F 


17, INFORMANT Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


stoting the underlying couse DUE TO 
lost. a, (9 
> | PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19, WAS ATTOPSY 
2 assoc. with cerebral arteriosclerosis, with neurotic reaction vs f} No CJ 
= | 200. ACCIDENT WAS UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B) 
& | OR CONTRIBUTING C1 CAUSE OF DEATH 
© | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
& Hour‘o.m. hate al Not While foctory, street, office bldg., etc.) 
p.m. 9 otwork L] otwork C1 
2h. 4 certify that (I) (this ore” the neo fram 5=3-67 Ores to,g0=31=67 | 19__, that (I) (we) last 
saw the deceased tn an_LO=31-67 19 and that death accurred at from causes and an the date stated abave. 
0. Sage AEE 3 ae 226. DATE SIGNED 
( ani “MD. _ PHYS. (1 _onrector C1 pas. 11-1-67 
22. PHYSICIAN'S Ms ADDRES Springfield State Hospital 
NAME (Type) Antonius Glah - De. A dl 
. BURIAL, CREMATION, 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) (Stote) 


REMOVAL (Specify) 
Bans NO ml9O6 Ph O emete We e 


24. FUNERAL DIRECTOR ADDRESS 2S0. REC'D BY Woy . a AT! i o, 
W. Harold Fredlock Piedmont, W.Va. |onNOV3 | auaaced, d 


wy 


The faw requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 ROI 


= 


ee 427 
{Mi 13726 CERTIFICATE OF DEATH 
~ eS |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o o. COUNTY . STATE b. COUNT 
ee Carroll mevuno || °°“. Maryland oy — 
= os b. CITY OR TOWN (If outside corporote limits, . LENGTH OF STAY IN Tb «. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
=e write RURAL and give neares? oe . ‘aot 
Be a 3yrse lk Mos} Baltimore, 21.229 mbt 
foie ATOR TIFT (If not in hospitol, give street oddress) d. STREET ADDRESS oi RE debs 
zak _/2 ‘Sorineftela State Hospital aN 
= Pe 
es 3. NAME OF First Middle fost 
s ECEASED 
Z2i tive or int) Theodore Anthony Rettaliata 
eye 5. SEX 6. COLOR OR RACE | 7, MARRIED [Jf] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors 
€ So QO lost yen 
2 Male White wioowed [7] pivorceo [1] 12-1-86 ys. 
Be 100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country 12. CITIZEN OF WHAT 
3 (County ig Y) 
e2s uri st of working life even if retired) INDUSTRY COUNTRY? 
gee ee suber ang 
ga 13. FATHER'S NAME : 14 OTHERS MAIDEN NAME 
a8 3 John J. Rettaliata Julia V. 
S 
SR 2 1S. WAS DECEASED EVER INU.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
ace 5 (Yes, ie ll {If yes give wor or dotes of service! 
BES 212-01-)552 Hospital Records 
. az 18. CAUSE OF DEATH (Enter only one couse per iit for {o), (b), ond (c).) ; INTERVAL BETWEEN 
2°35 = PART |. DEATH WAS CAUSED BY; > a& PR coe Nees ONSET AND DEATH 
e=Ss IMMEDIATE CAUSE (o} » 
S6ffES us 
= a4 DUE TO 
2 / 
a er Conditions, if ony, which gove (0) 
nae $332 rise to immediote couse (0), DUE TO 
Dead stoting the underlying couse 
§ sec lost. 74 a @ 
= a —— 
£ g ore = | PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o} 19. Nes! 
S2ec S —— ao ? 
2 = pare yes [_} NO 
S275 3S 
sS Zs = FS ‘200. ACCIDENT WAS UNDERLYING CL] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
es § OR CONTRIBUTING CJ CAUSE OF DEATH 
= Be e: ‘ | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oo? & = 2c. TIME, OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED De. Bate OF iy fae form, | 20f (City or town) (County) (Stote} 
®2ED 3 lour o.m. While Not While factory, street, office bldg,, etc.) 
= tPe2 = 9 ofwork L] atwork (1) 
>2@os 
a ad vo sect that (I) (tbisbaspital) attended the deceased fram Wer to. 10=8 , that (1) (we} last 
2 gS saw the deceased alive loa and that death accurred gaa af frofit causes Su an date stoted obove. 
26sc= 2o. SIGNATURE sreone ra oe eae ‘22, DATE SIGNED 
fm. F on . ia 
S832 ; Z j + fear 2 #4 C1 pirector (1 pays. 10-8-67 
oy se | 2. eats 9) j C % ADDRESS E. J 
(2 MD ype re 5 (oe 
Ee. cla os = nd ite 
o cs se 230. BURIAL, een 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
one REMOVAL (Specify) 3 
zoe? arial 10/10/67 New Cathedral Cemeter: Baltimors, Md 


WwW, UNERAL DIRECTOR Al 250. RI REGISTRAR b. RE 5 SIGNATURE 
veal tH a LALA; A * oct t 7 | aia? ta i 
Wnt SE f 19§ 


vs 


y the funeral 


popers. 
in 72 hours 


Lv 


yy filled in b 


e, 


ae 


on 
a; 


plea remove 
, and in ony e' 


Then 


The low requires that the deoth certificate be executed within 24 hours after deoth. 
-tronsit permit. 


x 
i 


i 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


1372 CERTIFICATE OF DEATH LITHO 


_ | |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmissian) 
0. CQUNTY a. STATE b. CQUNTY a 
Carroll MARYLAND Ma ae BaltimoreCity 
B. CY OR TOWN (If outside corporate limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (IF outside carporate limits, write RURAL ond give nearest tawn) 
write RURAL ond give neorest town) — 
Sykesville byrs.5mos.Sdysk _Baltimore JO 7 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) @ STREET ADDRESS eB RBIDENCE 
Springfield State Hospital 107 Albemarle St. ¥ 
3 HANE OF First Middle Lost 4, DATE Manth Day 
(Type ar print) CAROLINE VIRGINIA RHODES DEATH OCTOBER 5 
5. SEX & COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [-]] 8. DATE OF BIRTH % AGE ont 
irthdar 
Female {White wioowen CH —_vivorceo [| 4-10-1888 sect: 
10a, USUAL OCCUPATION (Give kind af work done Tob. KIND OF BUSINESS OR TT. BIRTHPLACE (Caunty & State, ar foreign country) ¥2. CITIZEN OF WHAT 
during may of warking life, even if retired) INDUSTRY yay 
one Maryland oS AL 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Raymond E. Rhodes Josephine V. Johnson 


15, WAS DECEASED BEE NUS ARMED FORCES? T6.SOCAT SECURIT WO. 17. INFORMART adress 
es, No, or unknown yes give war or dates af service) r ~ © 
No Unk. Records, Springfield State Hospital 


18. ae ‘OF DEATH (Enter anly ane cause per line for (0), (b), and (c).) aS 
"ART 1. DEATH WAS CAUSED BY: . Ai 
IMMEDIATE CAUSE () Arteriosclerotic heart disease Years 


+ 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and completel 
should be filed with the State Dept. of Health prior to burial, crematian, or removal 


Poge 4 moy be retoined by the hospital or ottending physician. 
director, poge 3 should be detoched for use os the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN 


< 
5 
a 
a 


RS 


DUE TO 
Conditions, if any, which gove () Generalized arteriosclerosis 
rise to immediate cause (a), DUE 10 
stoting the underlying couse 
last. @ 
ART, II. OTHER SIGNIFICANT, CONDITIONS CONTRIBUTING TO DEATH RUJ NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. WAS AUTOPSY 
3 G88 assoc. with sentie prac isease, wit psychotic reaction Bed 
5 
& | 20a, ACCIDENT WAS UNDERLYING LI 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il af item 18) 
& | OR CONTRIBUTING CL] CAUSE OF DEATH 
SL ETHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, farm, | 20%. (City ar town) (County) (State) 
= Hour “a.m. While Not While foctary, street, affice bldg., etc.) 
p.m. 19 atwork CJ otwork C1 
21, | certify that (I) (this hee attended the deceased fram__il=4 (=O 9. pieLU=a—6 , 19__, that (I) (we) fast 
saw the deceased alive an_LO=5-67 19, and that death accurred at5:OO M, fram causes and on the date stated abave. 
5 igi . ‘dione a a Wb. DATE SIGNED 
a Jaret 0° PHYS. oweecror CI pus Gt} 10-5-67 
Mc. PHYSICIAN'S nd. AOORES Springfield State Hospital 
NaME(Tpe) Antonius Glahn, M. D. Sykesville, Maryland 
23a, BURIAL, va) 23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Sjate) 
AL if . 
Be 0-14-87 edom (ped-pr yg Kes, 


ree? 2 a 
-y wetle 25a. RECID BY REGISTRAR 25b. REGISTRAR’ IGNATURE 
| Many UW. Lol Mle: maT 17 1967| ~OKontas 

] U ; 


bs 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours ofter deoth. 


Page 4 moy be retained by the hospital or attending physicion. 


——a 
rs. Page - 
within 72 hours ofterdeetti. 


= 
@ 
ee 
oo 
es) 
= 


opel 


bor? 


‘OF 


. 


attending physicion ond complétely fi 


permit. Then pleose remove 


After this certificate hos been signed by the 


e 3 shauld be detached for use os the burial-transit 


TO FUNERAL DIRECTOR: 
director, pat 


VR AIS (4) 
‘25M 1/67 


or removal, and in ony evel 


f Heolth prior to burial, cremotion, 


~ 
\ 


should be fied with the State Dept. o 


¥ 


1 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


13'731 


13728 CERTIFICATE OF DEATH 
J. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased 
at Carroll MARYLAND Peter ‘Land 
b. a ER (it [eRe . LENGTH GF STAY IN Ib 
evitie ng Se3M0S. Baltimore 


d. STREET ADDRESS 


4. oe OF a OR INSTITUTION (IF not in hospital, give street address) 
032 Boston St. 


Springfield State Hospital 


lived, if institution: Residence before gdmission)/ 
b COUNTY 
Battimo 


«. CITY OR TOWN (IF autside carporate limits, write RURAL ond give nearest ee 


, 
@ 1 REIDENCE 
ON A FARM? 

ves [] no Gg 


“l NAME mu First Middle lost 4 DRE 
pe oF orn} SOPHIE FRANCES SAKOWICZ peat 


5. SEX 6 COLOR OR RACE [7 MARRIED [] NEVER MARRIED [~]] 8 DATE OF BIRTH 
Female White wioowed (]Sep divorced [J] 5-18-1), 


9. AGE fis = 


Manth aa Year 
6 


19 
oa een IF UNDER 24 HRS. 


of bro hae Ba bess Min. 


100. USUAL OCCUPATION a kind of wark dane 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar Bs Sana 12. CITIZEN GF WHAT 
during mast o} ae lite, even if retires INDUSTRY COUNTRY ? 
ctory Worker Maryland oS oA. 


13. FATHER’S oe 


Anthony Sakowicz 
1S. WAS DECEASED. ili IN U.S. ARMED FORCES? 


14. MOTHER'S MAIDEN NAME 


16. SOCIAL SECURITY NO. 17, INFORMANT 


217-09-8005 


(Yes, we ‘or unknown} |(If yes give wor or dates of service 


Angeline Noyai 


Address 


Records, SpringfieldState Hospital 


18. CAUSE OF DEATH (Enter only one cause per line for (0), (b), ond i 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 
YG 


DUE TO 
Conditions, if any, which gave 


INTERVAL BETWEEN 
ONSET AND DEATH 


b) 
tise ta immediote couse (0), aor a 
stoting the underlying couse 
Nea asl 0 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN I 


= IN PART 1(a) 19. WAS AUTOPSY 
3 K =GLen paeeno: 
eB chizophrenic reaction, paranoid type vs) No Fy 
© | 200. ACCIDENT WAS UNDERLYING C ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 18.) 
& | OR CONTRIBUTING LI CAUSE OF DEATH 
a (IF EITHER, NOTIFY MEDICAL EXAMINER) 
$3 | 2c TIME OF JURY Month, Day, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or tawn) (County) (State) 
iy Hour ‘a.m. While Not While factary, street, office bldg., etc.) 
cd p.m. 19 otwork L) otwork CI 
. | certify that (1) (this Ye attended the deceased fram ‘ Yrs30 (4 q 1O=1h-67 , 19__, that (1) (we) last 
saw the deceased alive on = 19____, and that death aired qa Affom couses ond on the date stated above. 


ov ae 


Ro. a As 
a 


~~ [ree tl 
Te. PHYSICIAN'S 
NaMe(TPe) Antonius Glahn, M. 


ATTENDING 
PHYS. O 


ADDRESS 


MED. STAFE 
pinecror (]_puvs. 
Springfie 


ppradel ia: Mutant | eee 


22b. DATE SIGNED 
ae 


NAME OF CEMETERY OR CREMATORY 
67] Cy 


Zi, BURIAL CREMATION, [ZB DATE THEREOF We. 
REMOVAL Sifecity) 
0 f ae 2g 


‘25af RECD BY REGIS RAR 


23d. LOCATION (City ar Town) 


(County) (State) 


‘/ 


‘2Sb. REGISTRAR'S SIGNATURE 


fd 


sae d 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


427 A3732 
. 13728 CERTIFICATE OF DEATH a 
3 Ag: 3 7. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) / 
a. COUNTY a, STATE b. COUNTY -_— 
phe ro manytan Maryland Beltd.nos 
wera: ‘So b. CITY OR TOWN {If autside carporate limits, «. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside carparate limits, write RURAL ond give nearest town) 
yee write RURAL and give nearest tawn) ; nd 
8 vkesvi 6 months B more 7 
vs NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) @ STREET ADDRESS . 15 RESIDENCE 
a gi ON A FARM? 
Be (°l surinefield a vs 1) x0 
a Nee ; > First Middle Lost 4, DATE Month Day Year 
D OF 
(amin) OOPHIA CA THERINE SAVE. ie DEATH 20 = 6 1 67 
HRS. 


6 COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [-}] 8. DATE OF BIRTH 9. AGE (In years [_IEUNDERT YEAR” | IF UNDER 74 
lost birthday) Days Min. 
mele i WIDOWED pivorced [_] ~ 28 ~ 80 ys. 


100, USUAL OCCUPATION isis kind of work done 10b. ne BUSINESS OR 11. BIRTHPLACE {County & State, or fareign country) 12. ome pe WHAT 
INDUSTRY COUNTRY? 
‘Land U.S, A 


during most of working life, even if retired) 


Then please remave carkon pi 


shauld be fied with the State Dept. af Health priar ta burial, crematian, ar removal, and in any event, wil 


HO w 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
org Bents (de m Owl 
3 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address 

= (Yes, no, or unknawn) |(!f yes give war ar dates of service] 
E no_ Lh-20-9333 | Hospital Records 
a 18. CAUSE OF DEATH (Enter only one couse per line for (a), {b), and (c).) INTERVAL BETWEEN 
Ss PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
5 F IMMEDIATE CAUSE {a) 
= » 
eid iar DEcRIO Disease 

Canditions, if any, which gave (b) 


tise ta immediate couse (a), 
stating the underlying cause pueno 
Lib ee @ 


= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 19. Near 
S ag Sipe ? 
= yes] no Gt 
= 
& | 200. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Part Il of item 18.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
% L(IE EITHER, NOTIFY MEDICAL EXAMINER) 
S fo. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
2 Haur “a.m. While Not While factary, street, affice bldg., etc.) a 
p.m. 19 atwark CL) “otwork C1 


2). (certify that (I) (this haspital) attended the deceased fram__B =» 8 , 1967, ta___ 10 =26 , 19_ 67 that (I) (we) los 
saw the deceased alive on AO = 26, 19-67, and that death accurred at_LO:, fram causes and an the date stated above 
22b. DATE SIGNED 


"2a. SIGNATURE ] 
di Cel, woto yn HEAT HO oe OBE col a0snece7 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletelyfttied }n b 
directar, page 3 should be detached far use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aft 


Page 4 may be retained by the haspital ar attending physician. 


Tic. PHYSICIANS 72d. ADDRESS 
Nave Ciera) Dislfredo M dizi prinefield St Hosp 
7a. BURIAL CREMATION, | 235. DATE THEREOF Tc NAME OF CEMETERY OR CREMATORY 7d. LOCATION (Cty ar Town) (County) (Store) 
pier [jo-30-1967 
VR ANS (4) 24 FUNERAL DIRECTORS ‘ADDRESS Wo. RECD BYREGITRAR | 25b. “Dlasdat 
a 7 G.Howard Strong 3207 W.North Ave., on OCT 30 1997 7 Yuectge. 


} 


th 
age 
rsa 


E 


en 
Thu 


wif! 


physician and campletely 
lease remave carba 
aval, and in any event, 


en p! 


i 


The law requires that the death certificate be executed within 24 hours after death. 
, crematian, ar rem 


Page 4 may be retained by the hospital ar attending physician. 


directar, page 3 shauld be detached far use as the burial-transit permit. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attendin 
shauld be fed with the State Dept. af Health priar ta burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN 


15 N 
ast & 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


4 Lo he) rpye 
1373 CERTIFICATE OF DEATH 13733 
|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY o. STATE b. COUNTY 
Carroll MARYLAND ‘land =? 
b. CITY OR TOWN {If outside corporote limits, e LENG OF ay IN Ib c CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
write RURAL ond give nearest tawn) - i j 
Sykesville 2h yrs./9 mos} Baltimore 21230 BOT, 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street oddress) d. STREET ADDRESS e. FE RESIDENCE 
Springfield State Hospital 1108 E. Fort Ave, ves L] No Bd 
e Aree First Middle lost 4. DATE Month Doy Year 
‘ \F 
{Type or print) Ruth Elaine SCHWABLINE DEATH Octob 22,196 
$. SEX 6. COLOR OR RACE 7, MARRIED [7] NEVER MARRIED 8. DATE OF BIRTH y aoe ny es IF UNDER 4 HRS. 
t birthday’ lonths | Doys ours | Min. 
female white wioowen []___vwvorcto [}] 3-13-23 Lh ys 
To. USUAL OCCUPATION (ove kind of work done Tob. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 
none Mary land A 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Earl Schwabline Ahlan on 
3S. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown) |(If yes give wor or dotes of service; > 
no Springfield State Hospi Ri 


1B CAUSE OF DEATH (Enter only one couse per line for (0}, (b), ond (c).) 


PART |. DEATH WAS CAUSED. BY: i 
IMMEDIATE CAUSE (0) Pneuménia 


INTERVAL BETWEEN 
ONSET AND DEATH 


T DUE TO 
Conditions, if ony, which gove (b) 
tise to immediote cause (a), ou 
stoting the underlying couse ETO 
lost. 1) 
PARP OTHER oe CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. WAS AUTOPSY 
é congenital spastiv paraplegia without qualifyi neRESRO EOS 
=| Mental retardation, severe eee ee qualifying phrase. ves] no Bx] 
% | 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
| OR CONTRIBUTING C] CAUSE OF DEATH 
S | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
SP o0c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
2 Hour‘ o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 19 ot work ot work 
21. | certify that (I) (this haspi ay nd ine deceased fram 2 19 ‘f Om21-O7 19__, that (1) (we) last 
saw the deceased alive i ee ond thot deoth occurred ats25_ aie causes ond on the date stoted obove. 
22o. SIGNATURE = BY coo SGNG MED. Sarr 22b. DATE SIGNED 
Nae, en: ree (OA —ung $e (_ontcror 1 pays. BM] 10-21-67 
‘2c. PHYSICIAN'S | | 22d. ADDRESS Sprin a 
gfield State Hospit 
NaME(Type) Antonius Glahtr;/M,D,. Sykesville Maryland Bs tah 
Bo. BURIAL, CREMATION, 2b. DATE THEREOF 8c. NAME OF CEMETERY OR CREMATORY 3d, LOCATION (City or Town) (County) (tote) 
REMOVAL (Specify) 
Moura 10 23 67 ui 


Z 
24. FUNERAL DIRECTOR ADDRESS 
Me Cully 130 E. Fort Avee 


250. RECD,BY REGISTRAR 25h. REGISTRAR'S SIGNATURE 


DATE Here 3 19 7 (Plhiavb, q Y 


MARYLAND STATE DEPARTMENT OF HEALTH 


DLL, 


NE Daipa> Oe sLiramnatl, ok JG 19 BEL 


7 “i 1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
f 12734 CERTIFICATE OF DEATH 1334 
Oe ms. iy" 
< 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence befora edmission) 
m 3 Cae ae e. STATE ay. b, COUNTY 7 
3 a ~\ RO MARYLAND 47, fe, Oz 
43 b. CITY OR TOWN (if outside corporate limits, ¢ LENGTH OF STAYINIb || c, Mo UF LAD Timits, write RURAL end give Ro i a 
ay write RURAL end give nearest town) ves ; 
eget ARES Tree el TE 4S E WEES TID LIS TOD | 
€ 3% ; - NAME OF HOSPITAL GR INSTITUTION (if not In hospital, give street eddress) & he ADDRES (ST ©. 15 RESIDENCE 
: y ON A FARM? 
Wy ) || Cr 6. Gan. o 
GRAS SOME AID oa ASG 47 OYA Soe <7 a 
3 Wn R ite fabs 7 rst Middle a i Ge ie ‘ es Month Day “Yat ee 
= SAS. OF 
g @ oie (Type or prinl) CHARLES LEWIS. SEIEP SR. DEATH 10 TSE-ao A Vh 
4 i Me 5. SEX 6. COLOR OR RACE)7_ MARRIED [] NEVER MARRIED [] | 8» DATE OF BIRTH vs Se FUNDER T YEAR| IF UNDER 24 HRS, 
Months | De He Min, 
Aas VALE LUMLZE | Mowe [~ vivorceo | PC, // 482-3 7 Bove vhs iabeve |e in. 
gS ses Ws. USUAL OCCUPATION (Give kind of work | 10, KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Stote, or fe*eign country) — l 12. CITIZEN OF WHAT COUNTRY? 
he = @ ® done during most of working life, cok © if 
& S82 _POL( CEM AN CITY CARROLL Co - YD. (OE ae 
= a 2 e 13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
= aq 
B $22 LEWIS SEA POs tt PREC SLE ; 
e s¢e* 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.) 17, INFORMANT Address 77 CHASE ST. 
2 323 {Yes, no, or unkowa) | (ifyesgivewarordatesofservice)| . es 
3.2.8 ES | WW uA Sad “7078 SIRS, 1Eb ip de LIZ PARP WEST OSTER py, 
“= SE 6 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).) ‘ = - GHERVATEETWEE : 
u Q ONSET AND QEATH 
aed 5 PART I. DEATH WAS CAUSED BY: CAAD —_ 
‘Sg 88 IMMEDIATE CAUSE (2) EDP PeRES cig | ¢ b __|AUmern._ 
sezene 
eeeEe here DUE TO : ‘ 
gecte Conditions, if eny, which ee Ae) YecwR DIRL  /NFRRATION /2- DAYS 
ees es geve rise to immediate couse . >) mA 
£203 (e}, stoting the underlying f° PUETO ’ MERRT— 
see ‘cause fat, 0o MVVERTENSIVE Fleregio sclhélorie Difeme| Yeager _ 
ae a a Fa PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) | 19. ere? 
s wo (ey —S a ? 
Ya < yes [| No 
Qos os ‘ a (NO [WY 
Re 8 32 = 200e. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURED, (Enter nature ef injury in Part | or Pert Il of item 18.) 
Goud & | OR CONTRIBUTING (} CAUSE OF DEATH 
uacS & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
OES 23 3g 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20c, PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) (State) 
fy <85 Fay Hour e.m. While __ Not While fectory, street, office bldg., etc.) | 
Be Ree 2 ae 19 et work [_] ot work [_] 1 
-eed a : — 
peose 21. 1 certify that (I) (this hospital) attended the deceased frome LOL od cvsssssssee 196.2 fon nce Ee 1942, that (1) (we) last 
RBUS2 saw the deceased alive OM...’ US...\9.@L., and that death occured at/@M, from the causes and on the date stated above, 
LF ot) 220-PIGNATURE ry 22b. DATE 
© BA Ly ATTENDING ED. STAFF oa 
a ts tO Mp. | PHYS. [Director (J Pxys. LOSS 
5 3g a= <. PHYSICIAN'S ~ v3 22d. ADDRESS > 3 (a 7— 
ao os ! NAME (Type) 
az 3B ' eee eee ee : ee | 
cea gz 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stete) 
goes REMOVAL (Specify) KOKA L UES 
ore’ fof. LElay ARIDERS C¥ t, Lae Va WSTER (ie 
ABDRESS 25a, REC'D’ BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE = 


Cliaviag , 


VR AIS (4) 
15M 7/61 X 


Fai 
> 
2 
o 
3S 
@ 
cx 
3S 
3S 
3 
= 
. 
se 
S 
3 
a 
= 
nN 
= 
ci 
= 
> 
eS 
2 
3 
x 
® 
o 
2 
z= 
> 
3 
oh 
2 
2 
o 
2 
Ey 
= 
2 
= 
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TO DEPUTY ,e. EXAMINER 


= 
- 
==) 
S 
S 
nN 


rs after 


tot Departmer 


the funeral director. Page 4 shauld be farwarded to the Chief Medical Examiner's Office olang with farm PM3. Page 


necessary, please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 


TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. File pages land 2 witl/th, 


5 may be retained far your files. 


VR ATSME (5) 
6M 1/66 


Health or its designated ogent, prior ta burial, cremation, or remaval, and in any event within 7 


MARYLAND STATE DEPARTMENT OF HEALTH 


~ 13732" of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 3735 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
a a 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY o. STATE b. COUNTY 
ee MARYLAND Ohio Alleg. Co, 
b. CITY OR TOWN (If outside corporote limits, . LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
write RURAL and give nearest town) ) 
Sykesvill Im0_26d Cleveland 1-3 
d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street oddress) d. STREET ADDRESS 8 Be REN 
Springfield State Hospital 1421 W,8hth Street ves L] no X) 
SH RANE OF H L Middle Lost 4, DATE Month Doy Yeor 
OF 
(Type or print) larry “kh len Shaffer Pua October 15 » 67 
S. SEX 6, COLOR OR RACE 7, MARRIED oO NEVER MARRIED (| B. DATE OF BIRTH 9. AGE {in-veors pe YEAR Laer HRS. 
4 hi 
Male White wioowe F] pivoRceD fy 5a 2—27 en i ey) lonths | Doys lours | Min. 
100, USUAL OCCUPATION (Site of work done 10b. KIND OF BUSINESS OR II. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY TDi a COUNTRY? 
alesman ’ noise U.SsAe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Harry Shaffer Edna Keeler 
1S. WAS DECEASED EVER IN U.S ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Ves, no, or unknown) |{If yes give wor or dotes of service! 
No 12-22-0662 


Springfield State Hosp 
1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond fer ? . \ 
PART i. DEATH WAS CAUSED: BY: 
) IMMEDIATE CAUSE (0) 
z if DUE TO . 
Conditions, if ony, which gove (b) 


tise to immediote couse (0), 


INTERVAL BETWEEN 
SET AND DEATH 


stoting the underlying couse DUE TO 

host, ‘a ae ()_Communted fracture distal 
cx | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDIWON GIVEN IN PART 1(0) 19. WAS AUTOPSY 
z ves [_] NO 
& } 200. EXTERNAL CAUSE WAS DESCRIBE HOWANJURY OCCURRED. (Enter nofure of injury in Ports or Port li of item 1B, 
= Pini Re CONBUTING i¢ edie Wah Die thy ete je , 
© | CAUSE OP BEATH 2 TO. A d oN 
Sf 2. TINE OF INJURY Month, Doy, Yeor P/0d. INIURY OCCURRED Qe. PLACE OF INJURY (Home,glorm, ] 20% (City or town) (County) (Store) 
2 ul While 4 Not While factory, street, afticeblag etc.) 
= CF wo owok LHe S PITAL Sykesville Carroll Md 


at cea thdt | took charge af the remain 


described abave, held’an Autapsy _], _ Inspectian BK), Inquiry (J, and in my opinian 
death resulted fram: Natural_causes W/ 


Accident (J, Suicide ([], Homicide [_], Undetermined manner [(_] 
CHIEF MEDICAL EXAMINER [_] 


SIGNATURE Z ip, ASSISTANT MEDICAL EXAMINER [_] GIS SIGHED 
EXAMINER'S DEPUTY MEDICAL EXAMINER Bq 4 
NAME (Type) Address (Stregh, ce. Gui erg Sl A > 


Tab. DATE THEREOF 


1o- (9G? 


BURIAL, CREMATION, 


“s NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) 
ay’ (Specity) 


Creenitlbod Cemerepy (WE Norco el ee DLL 


So. RE@D BY REGISTRAR 25d, REGISTRAR'S IGNATURE 
- | CT 17 1967 flict Yaga. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


Conditions, if ony, which gove (b) 
rise 10 immediote couse (0), 
stoting the underlying couse 


DUE TO 


+ 9 

. 12738 CERTIFICATE OF DEATH 13736 
———— 
3 FS ty ih TUE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before admission) 
3 0. COUNY iW PP a. STATE b. COUNTY 
5 SNS CARROLL MARYLAND LYLR VBL CARREEEL 
= eS 3s b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN tbh c. CITY OR TOWN (If outside corparote limits, write RURAL ond give nearest town) 
eee write RURAL ond give nearest town), YER, a : 
2 LSTA FS WEST MH IWSTER 
<= i =) d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @. IS RE! 
SVS E' 00 4 (VERS AVE AHERSH LVE 
e ES 
= es NAME OF First Middle Tost © Date Month Doy Year 

= ‘ 
=) S6e ype or print VLLIE ee SHERFEY path OCT 27. ee 7. 
= = 5. SEK 8. COLOR OR RACE] 7. MARRIED [5% NEVER MARRIED [_]| 8. DATE OF BIRT oy in (io yeore [FUNDER TYeak FUNDER 24 
f=} > st birt! tt 

gee [oe |W [leeone Bh mene BWor2/-99| gone [mlm | 
2 as Ta USUAL pinasaales kd of work done 10b. ae aS OR 1. BIRTHPLACE (County & State, aries < 12: EN WHAT 

es luring mag pf wor oy ite, eyen if retire I U 

2 §82 LPEEPER low Home MBRYLPM2A 
z a> 13. FATHER'S ee. 14. MOTHER'S MAIDEN NAME 
= = a 
css FOWAKD fH) AWN) EARLY 
= 2 te WAS DEED ay ty U.S. ARMED Be) i . 16. SOCIAL SECURITY NO. 17. INFORMANT Address 

3 25 'es, 0, or unknown) [(If yes give war or dotes of service] 4 Dy 
= 22° VO 43. SOHW SPHERE ESTINM STE R F. 
= ae 18. ne OF DEATH eit only one couse per line far (a), (b), ond (c).) He aed 
de = ‘T |. DEATH WAS CAUSED BY: 
3 gs IMMEDIATE CAUSE (0) AMOS nA 
=e = 4 DUE TO 

$ 
3 

S 

= last. {9 
a last. 

3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART {0} 19. WAS AUTOPSY 
2 CONTRIBUTING TO DEATH 
vs LJ No [J 


‘200. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Hour o.m, While Not While foctory, street, office bldg., etc.) 
ot work otwork CJ 


After this certificate has been signed by the attending physician and campletely 


e 3 shauld be detached far use as the buri 


shauld be filed with the State Dept. af Health priar ta burial, 


21. | certify that (J) (this hespiall aye the deceased fram (2€7) 20) 9¥T, to Cox D7, 1967, that {I) (we) los 


saw the deceased ative an. 


196°7_, and that death accurred at 46302 M, fram causes and. an the date stated abave 


Page 4 may be retained by the haspital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


[4 
o 
= Flo, SIGNATURE 5 
ATENONG STAFF 

2 \ an) Mo. oo precror CO tae 
Ba 32 a 

3 FRSC a. as 
Ses | mA W, Gree t Weg funder meg 
= 
Ze To. SURAL CREMATION 7. DATE iio. BURIAL CREMATION, | 230. DATE THEREOF) Dc ct OF pe OR CRENATORY Td, LOCATION (City or Town) (County) _(Stote) 
Zs Spas) 
°* / oC _ : Hope WoohsBo Ps Yb 


2%S0. RECD BY REGISTRAR 25b__ REGISTRAR'S SIGNATURE 


oCT 20 1967 | fohortss | 


i 


= 
mon 


S delay is 


in Item 18. Give Pages 1, 2, and 3 to 


24 haurs after death. 
ief Medical Examiner's Office alan, 


TO DEPUTY oe EXAMINER: This certificate shauld be executed withi 


zo 


i 


€ 
i=J 
= 
3 
2 
s 
(2 
> 


‘arm PM3. Page 


ile pages lond2 wit the Sa seed Ry of 


, ptiar ta burial, crematian, ar remaval, and in any event withi 


Page 3 shauld be used as a burial-transit permit. 


} 


necessary, please execute the certificate, writing the ward “pending” in pen 
alth ar its designated agent. 


the funeral directar. Page 4 shauld be farwarded to the Chi 


5 may be retained for yaur files. 


TO FUNERAL DIRECTOR: 


VR AISME 
6M 1/66 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


: « ry 
18734 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 13737 
1. PLACE an DEATH 2) en age (Where deceased lived, if institution: Residence befare admisstan) 
al T . STAT! b. COUNTY 
“CARROLL 'O MARYLAND 7 ZAnD CALL OLE 
b. uy ae {i autside rroinlinie . c, LENGTH OF STAY IN Ib <. CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 
write and give nearest town, 
y ye STE MINVETS FUNKE SURG Rrk ze f 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in Os give street address) 
LARROLL CoE, Me PPOS WT Had, 


d, STREET ADDRESS oT RESIDENCE 
LEER PARK RA ves tio 


3. NAME OF Middle Last 4. DATE Manth Day Year 


me. GLADYS 4, SF MAN | Beara [o 
S. SEX 6. COLOR OR RAY 7, MARRIED Je} NEVER MARRIED [_] D. DATE OF BIRTH 


9. AGE (in yeors 
FEALE| AI7E | woo O pworceo F]| PES SGC ee sei 


jou USUAL ea hae Kin of ot done 10b. HINDI BUSINESS OR Tl. BIRTHPLACE (State or fareign country) 12. ATA OF WHAT 
luring mast of warking lite, even if retire RY 
CONTROL SIPLLYA HOS PL IP BAUM C7ON, P.e| CES 24 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
PURCELL, CARRLC, GERTRULE 2 
WAS Pe mary US ARMED ee f 16. SOCIAL SECURITY NO. 17. INFORMANT Firs 
(Yes, no, or un ina pose unas lates af service} 2/2-S 2-95), Me. A Monk SLASHAN FURY. RTH, 


18. CAUSE OF DEATH (Enter anly ane cause per ting far (a), (b), ond 
PART |. DEATH WAS CAUSED BY: 
Bes IMMEDIATE CAUSE (0) 

u“ 

f DUE TO 
Canditions, if any, which gave 0) 
tise ta immediote couse (a), 
stating the underlying cause 
a te Q 


zz | PART Il OTHER SIGNTFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1() Rae 
g yes (_] NO m4 
= Se EE ee 20b, DESCRIBE HOW JMJURY OCCURRED. (Ey nbture, af injury in Ppt | or Pa i . 

S | cause oF peaTH. Conf oy 4 Tate > 

s é. TIE OF TRIURY ‘Month, Day, Yer 20d. INJURY OCCURRED Gf OF my rae en y; Cee gf (State) 

2 a 4O-Jon 7 | Sit, “Oi BS EIA Me ul ocd J1_ ted 


. | certify that | taak charge_o 


emains-described ri held én NiheBsy LJ. —Inspectian XM Inquiry ol and in my apinion 
Accittegt Xx Suicide [_], Homicide [], Undetermined manner [1] 


BIEF MEDICAL EXAMINER [_] 
ACTUAL 
SIGNATURE 


EXAMINER'S 
NAME (Type) 


22. DATE SIGNED 


24. EUMERAL DIRECTOR 
wax Payer: patie, Pd -2UCE- 


Bo. BURIAL, CREMATION, 23b. DATE ey 23c, NAME OF CEMETERY OR-EREMATOR V/A S 


ecRWOIA Ses) D/P L2 PUDMOEICE CE 


250. RECD BY REGISTRAR 


o@ CT 


‘25b. REGISTRAR'S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


—, 


44 
eB 13935 CERTIFICATE OF DEATH 13738 
et - ~ 

22s 1. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ee 8. COUNTY a. STATE b. COUNTY / 
aS Carroll MARYLAND Pennsylvania Adams 
3 25 b, CITY OR TOWN (if outside corporate limits, ©. LENGTH OF STAYIN 1b || c, CITY OR TOWN (If outside corporate ilmits, write RURAL and give nearest town) 
ra BE? write RURAL and give nearest town) ane, 
poss Rural, Westminster 44 Months 40 Lumber St., Littlestown, Pa, 5 
oan fn Me nae OF Lo q ates (if not In aoe give street address) || d. STREET ADDRESS ‘ ONE FARIS . 
= 288 eadow View Convalescent Home : 
N 8s 40 Lumber Street yes] no} 
= 3s = 3. RANE OF First Middle Last 4. DATE Month FY Year 
meee 4 5 OF 
Q ese (Type or print) Effie Blanche Smith beatH §=October 19 67 
ES a4 = BEmSEX 6. COLOR OR RACE ]7, MARRIED [g] NEVER MARRIED[]| ® DATE OF BIRTH 9. AGE (In years noes Ten FUNDER 24 HRS. 
wor 3 75° bli ti Months | Days | Hours | Min. 
2&Es Female White wipowen [~] pivorceo[]| 12/2/1891 
aS 10a. USUAL OCCUPATION (Give kind of workdone| 10D. KIND OF BUSINESS OR TL BIRTHPLACE (County & sae oF foreign aa 12. CITIZEN OF WHAT 
3 Sa during most of working fife, even If retired) INDUSTRY 
%. S5 lousewife & Housework Her own home, Adams County, Penna, U.S.A. 
aw 7 
ees 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Bee John J. Sanders Annie Watson 
ae 15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16. SOCIAL SECURITY N' INFORMANT ‘Addi 
£2 Ss (Yes, no, or unkown) [Seta ee ee ol Bae TALS Ra g ress 314 S. Queen ST, 
AG 166012=4295 |Mrs, P. K. Hymiller, Littlestown, Pa, 
£2 3 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and Ue 1 Die ts Sel 
mate PART |. DEATH WAS CAUSED BY: 
S85 IMMEDIATE CAUSE (2) J Horaowhase 
oa YU 


j DUE TO 

Cenditions, if any, which (b) Cadin V ye Ou Gi A UP La. £ Fate. 

gave rise to immediate 
cause (a), stating the ( DUE TO at 

underlying cause last. 


ificate has been 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be execut 


¢ 
5 
oS 
rd 
> « = 
= 2 
ana 
MSao 
£ a22 
3 os. 
2 nod 
5 = bs : 
g=ce & | Parris. oTHer SIGNIFICANT SONDTT TNS GORTRIETING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVEN INPART 1(@) |19. WAS AUTOPSY 
eos ) i 
5222 5 ves] NO Bi 
= == = 2Da. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
atoso & | OR CONTRIBUTING [] CAUSE OF DEATH 
g82e G | (IF E:THER, NOTIFY MEDICAL EXAMINER) 
2 228 z 20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED eon rr or Eee? Faring 20f. (City or town) (County) (State) 
See 3 While, -— Not While pr 
= 32 3 = at work|_] at work 
uty sy Gz, 
2.32 = 19. that (I) (we) last 
Eaess . 
Sos saw the decease 19.6')_, and that death occurred atS-4CAM, from the causes and on the date stated above. 
2SnF 22a, SIGNATURE | @2b. DATE SIGNED, 
Bn = 
Sfou0 ATTENDING MED. STAFF 
fshe M.D. PHYS. Dievoror C] pave. LIL Oc. tC 
22° 2s. PHYSICIAN'S Np. 22d. _— ZL 
[ie =) ype, 
ces POTTER Mm: (TTLE STOWN, Pp, 
eo Zoe | i +. 
2 Res 23a. UG REN aT ON | 26: g ATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ota pecify) 
i= Burial 10/6/67 St. Aloysius Cemetery _ Littlestown, Adams Co., Pa, 
24, FUNERAL DIRECTOR 2 ‘ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 
VR AIS (4) orOCT 6 196 # 
20M 1/65 


Zg 1 
FOR STATE 

Z, HEAL T. 
se 8 


TO DEPUTY 2. EXAMINER: This certificate should be executed within 24 hours after death. e delay is 


necessory, pleose execute the certificate, writing the word “pending” in pen 
Page 3 should be used as o burial-tronsit permit. File pages }ond2 wi 


Heo!lth prior to burial, cremation, or removal, ond in any event within 72 hours ofter death. 


the funerol director. Poge 4 should be farwarded to the Chief Medical Exominer’s Office ofo 


5 may be retained for your files. 


TO FUNERAL DIRECTOR: 


VR AISME (5) 
6M 1/67 


S 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


$27 , 
13736 MEDICAL EXAMINER’S CERTIFICATE OF DEATH Sys 
T. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence befare admission) 
0. COUNTY o. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll 
BCIY OR TOWN (If outside corporate limits, © LENGTH OF STAY IN tb © CHY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
write RURAL and give neorest tawn) 
Westminster 8 Days Hampstead 6-} 
NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS © RESIDENCE 
Carroll County General Hospital 111 Summit, Ave ves) no Gd 
3) NAME OF First Middle Last 4. DATE Month Day Year 
ASED OF 
(ype or print) OLA f\ CHE C. SV 3 DEATH 7° Z 
$. SEX 6 COLOR OR RACE | 7 MARRIED [2] NEVER MARRIED [7] 9 DATE OF BIRT 9. AGE In years I ORE 
° bon Kours | Min. 
Female White winoweD [[] pworedD []| Dec. 18, 1902 ih 
TDo. USUAL OCCUPATION (Give kind ‘of wark dane TDb. KIND OF BUSINESS OR TI. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 
during most af working life, even if retired) INDUSTRY COUNTRY? 
ouse-wife Home Lowell , Mass U.S.A. 
13. FATHER’S NAME Th. MOTHER'S MAIDEN NAME 
John C. Cook Mary B. Thurston 
TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Addre: 
(Yes, na, or unknawn) |(If yes give war or dates af service! lal sulfite , Ave. 
No 217-12-1061 Varnan A. — Hampstead, Ma. 21071, 
1B. CAUSE OF DEATH (Enter anly ane couse pertine far (a), (b), and (<).) INE BEJWEEN 
PART I. DEATH WAS CAUSED BY: G?. 0 
IMMEDIATE CAUSE (0) 1 
DUE TO 
Canditians, if any, which gave (b) 
tise 1a immediate cause (0), ice: 
stoting the underlying cause 0 
Li 0 
x | PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
5 | 
= ves PX NO [] 
= [200, EXTERNAL CAUSE WAS ae DESCRIBE HOW INJURY OCCURRED. (Enter natugy af injury in Pog | gr Port Il af item IB, pL 
& | PRIMARY Bor CONTRIBUTING CI 7 by fe 
© | cause oF DEATH MALL. 
S | TIME OF (JURY ‘Month, Day, Yeo _ INJURY OCCURRED = | 2De. PLACE OF INJURW{Hame, form, ] 20f (city or town) (County) (State 
z ssh While Not While facpoy, street, atfice , etc.) 
BS "Bean pm 46— 2 96" otwark L) “at wark Bd fy PD cas 
21. I certify thot | took chorge of the remoins described obove, held on Autopsy f¥J, Inspection [_], Inquiry [_],__ ond in my opinion 
death resulted from: Nat Accident P<, Suicide [[], Hamicide (J, Undetermined manner [1] 
ein CHIEF MEDICAL EXAMINER  [_] 
a ae >. ASSISTANT MEDICAL EXAMINER is we DATE Pines, 
EXAMINER'S DEPUTY MEDICAL eet se 
NAME (Type) LEDGE feartne 
a, BURIAL, CREMATION, ‘ie DATE THEREOF ie NAME OF CEMETERY OR CREMATORY 73d. LOCATION (abe. or eset Ee Baan 3 (Aap 


=e 


‘2Sb. REGISTRAR'S ag 


eed pacity) ay al Nace) Cemetery 
ii DIRECTO} ADDRESS. 2a. REC'D BY REGISIR: 
947 ESF Hampstead, Maryland | mT 31 196 


£ 
3 
a 
3 
o 
c= 
r=) 
i 
= 
c=) 
PS 
= 
aN 
= 
ae 
eal 
3) 
23 
= 
Ss 
& 
x 
o 
o 
2 
re 
3S 
= 
3 
ea 
3 
ry 
ao) 
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= 
so 
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= 
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oe 
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= 
a 
o 
= 
= 
= 
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= 
a 
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= 
a 
oO 
= 
(=) 
= 
~ 
= 
= 
< 
oe 
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= 
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= 
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i=] 
= 
i=] 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


13737 CERTIFICATE OF DEATH T3230 


=I 


we 
27] |. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
ed o. COUNTY 0, STATE b. COUNTY, =< roa 

= CARROLL F 

243 ; Sa MARYLAND Maryland ; : 

bere b. CITY OR TOWN (It outside corporote limits, c LENGTH OF STAY IN Ib . CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town) 

=sy write RURAL and give nearest tawn) da: Baltim 

: esville ly days ttimore ‘ 
43 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS e. RESIDENCE 
woe lS field State Hospital 3518 Ingleside Aves Yes []_No 
>s = 3. NAME OF First Middle Last 4. DATE Month Ooy Year 

= \ECEASEO MOLLY ». La OF 

See ipestnin) ———_— AKKORXNOLLY A iy WV SOKOWESRYK| Baw 10 —s 
fos 6 COLOR OR RACE | 7. MARRIEO Je] NEVER MARRIED [7] | 8 DATE OF BIRTH 9. AGE (i yeors | IFUNDER] YEAR | IF UNDER 24 HRS. 
See + woowe ‘T] owvorce F] 9-18 Uy lasbirthdoy) [Months | Ooys | Hours [ Min. 
wES white , yrs 

se _ Ho. USUAL OCCUPATION {Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 

iis during most of working life, even if retired) INorepa COUNTRY? 

S8e ousewife HOME Poland 

‘ga 13. FATHER'S NAME 4. MOTHER'S MAIDEN NAME 

S53 XOXKKUMN DAVID RETCHENBERG yy ANNA RAPPAPORT 

2 1S. WAS DECEASED EVER IN U.S. ARMEO FORCES? 16. SOCIAL SECURITY NO. 17. didi 
5 | orm ten pesmi My BPRS SOLOWESZVK, 3515 INCLESTDE AVE, #15 

ay no unin: RAKSHA .6@ CI CORTE OC OCERET AG! 

e PEG OE he XM OK, 
as 1B. CAUSE OF OEATH (Enter only one couse per line for {o), (b), ond {c).) INTERVAL BETWEEN 
= 2 PART |. OEATH WAS CAUSEO BY: * ONSET AND QEATH 
sé ers IMMEDIATE CAUSE (o) __ Portal Cirrhosis — nimown 
ee JF OUE TO 

Conditions, if ony, which gove () 
rise 10 immediote couse (0), QUE To 


stoting the underlying couse 
bot. ee 


= | PART fi. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Wie autorSY 
- 3 yes [_} NO 

S 

& | 200. ACCIDENT WAS UNDERLYING 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port ll of item 18) 

£ | OR CONTRIBUTING 1 CAUSE OF DEATH 

S | (IFEITHER, NOTIFY MEDICAL EXAMINER) 

S | 20c TIME OF INJURY Month, Ooy, Yeor 20d. INSURY OCCURRED ‘Me. PLACE OF INJURY (Home, form, 20f. (City or town) (County) {Stote) 

2 Hour o.m. While Not While foctary, street, affice bldg., etc.) 

= mM. 9 oiwork Lo) otwork 
21. 1 certify that (I) (this haspital) attended the deceased fram_1O—_2),  19_6F, to 10—_ 26 —, 19_67 that (I) (we) las 
saw the deceased alive an. 19__47, and that death accurred at QM, fram causes and an the date stated abave 


should be filed with the State Dept. af Health priar to burial, 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the attendin' 
director, page 3 should be detoched for use os the buri 


Qo. Si ATTNOHG MED. * "Sag 22b. OATE SIGNED 
od eclo CLUE mo. tits O_ orector D1 pays. 10-26-67 
) 22c. PHYSICIAN'S 22d. AODRESS. 
| NAME(Typey” D'ALfredo M. Labrit Springfield State Hospital 
230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY CHO. FE} 23d. LOCATION (City or Town) (County) (Stote) 
BUR RE 10-29-67 epee —eteuet Cy ayy] BALTIMORE, MARYLAND 
24. FUNERAL DIRECTOR ‘ADDRESS 250. REC'O BY REGISTRAR ‘2Sb. REGISTRARS SIGNATURE 
Bae SN OL LEVINSON € BROS. INC, ,6010 REISTERSTOWN road ore NOV 1967 


“sd 


*¥ 


i the“funei 
agesagand 
a, 


* 


Filled in b 
in 


el 
b 


permit. Then please remove 
ar remaval, and in any even! 


, crematian, 


ned by the attending physician and cample 
-transit ( 


9) 


The law requires that the death certificate be executed within 24 hours after death. 
directar, page 3 shauld be detached far use as the burial 


Page 4 may be retained by the hospital or attending physician. 


shauld be filed with the State Dept. af Health priar to burial 


TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL DIRECTOR: After this certificate has been si 


VR AIS (4) 
25M 1/67 


1373@- -~ 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH 174d 


1. PLACE OF DEATH 


a. COUNTY CARROLL 


2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admission) 


MARYLAND ahi Maryland ¥eederick 4 


b. CITY OR TOWN (If outside carparate limits, 


writ ye ausuast tawn) 


«LENGTH OF STAY IN Tb c CITY OR TOWN (If autside corparate limits, write RURAL and give nearest tawn) 
2 yr 5 mo 15|\da. unimnown / 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS e. Ik RESIDENCE 
Springfield State Hospital eeeee ves [] no 
~ NAME OF First Middle Tost 4. DATE Month Day Year 
DECEASED 
oe WILBUR BRUCE SPEAKE en 10/ 25 OF 
$. SEX 6. COLOR OR RACE 7. MARRIED [el NEVER MARRIED 3] B. DATE OF BIRTH 9. AGE (In yeors TFUNDER T YEAR | IF UNDER 24 HRS. 
M 2 / /' 8 last birthday) Min. 
ale White wiooweo [] oivorceo |} 5/2/9 69__ v8. 


10a, USUAL OCCUPATION eK kind af wark dane 
during etd warking life, even if retired) 
jone 


10b. KIND OF BUSINESS OR 
INDUSTRY. 


12. CITIZEN OF WHAT 


SUS. Be 


11. BIRTHPLACE (County & Stote, ar foreign cauntry) 


Frederick Count; 


one 


13. FATHER’S NAME 


Calvin I. Speake 


TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Ys no,arunknawn) ft ys give war or eas af service 


14. MOTHER'S MAIDEN NAME 


Emma Jane Derr 


16. SOCIAL SECURITY NO. 17, INFORMANT Address 


Springfield State Hospital Records 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


18. CAUSE OF DEATH (Enter only ane cause per line for (a), (b), and (c}.) 


INTERVAL BETWEEN 
Ol 


Pneumonia DEATH 


FAL DUE TO 
Canditions, if any, which gave ) 
tise ta immediate cause (a), 
stating the underlying cause 
EN Ar ae « 


Generalized arteriosclerosis.. Art. cardiovascul 


Uremia 


‘200. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING L1CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
‘20c. TIME OF INJURY Manth, Day, Year 
Hour “a.m. 
pm 9 


21. | certify that (I) (this 


MEDICAL CERTIFICATION 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CO! 


20d. INJURY OCCURRED 
While Nat While 
at wark Oo at work oO 


haspital) attended the deceased fram Ai) to__ 10 , 198 
sow the deceased alive on. 10/2 Vi 1967, and thot death accurred af? 35M, from causes and on the date stated obave 


IN PART Ia) 19. Was AUTOPST 
GBS assoc. with convulsive disorder without qualifying phrase yes [J NO.) 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 


2Oe. PLACE OF INJURY (Hame, form, 
factary, street, affice bldg., etc.) 


‘20f. (City ar tawn) (County) (State) 


, that (I) (we) las 


2a. SIGNATURE 


2c. PHYSICIAN'S 
NAME (Type) 


Suha Ozgun, M. D. 


anaes ra <A 7b. DATE SIGNED 
PHYS. (1_pieector (1 pas. 10/25/67 


726._ ADDRESS 
Springfield State Hospital 


Ba. Bi 
R 


URIAL, CREMATION, li DATE THEREOF 


MOVAL (Specify) 10f8G/ EF 


(County) (State) 


[*. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City or Town) 


[Luter d 
24. FUNERAL ne ersten. 


a= 
NATURE 
Le 


= A Kes BL bE 
7 ADDR! are '2Sa. REC'D BY REGISTRAR ," Mb. REGISTRAR SIG! 
Kal be Ll g, |GET 20 196 (hiorbsg 


MARYLAND STATE DEPARTMENT OF HEALTH 


] 4 3 "3 DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
FOR STAT ey tee: MEDICAL EXAMINER’S CERTIFICATE OF DEATH : 
HEALTH DEPT. fi. piace of veatu 


TO DEPUTY 2. EXAMINER: This certificate should be executed within 24 haurs after death oe delay is 


necessary, please execute the certificate, writing the ward “pending” in peni 


A 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY i 
=o Carroll MARYLAND Maryland Carrol 
Sa b. CITY OR TOWN (If outside carporate limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (IF outside carporote limits, write RURAL and give nearest town) 
s el write RURAL ond give neorest town} ~ 

= Sykesville hife_ Sykesville f 
Se cd. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) 4. STREET ADDRESS © BREEN 
35 ro) Rai yes (_] oC} 
Sar 3. NAME OF First Middle lost 4. DATE Month Doy Year 
s (Type or print) BENJAMIN PEYTON SULLIVAN DEATH Octob 
oS COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED B. DATE OF BIRTH oe hod 

‘ lost Dil 10" 
= White woowe ] ——_oworceo | a4 So 1917 49 “ 

E Io. USUAL OCCUPATION ve kind of work done T0b. KIND. OF BUSINESS OR TI. BIRTHPLACE [Stote or foreign country V2. CITIZEN OF WHAT 
= during g ot an lite, even if retired} INDUSERY COUNTRY? 


“00 


14, MOTHER'S MAIDEN NAME 


Emma 


V7. Mes. Address 


Mes. Helen’ Duvet] - SyResusthe, Myf. 


ONSET AND DEATH 


13. Aries Te 


1S. ahknow EVER IN U.S. oe FORCES? 
(Yes, no op ae (If yes ime r dotes of 


7e8 CAUSE OF DEATH (Enter only oné couse per line for (a), (b), and (c}) 
PART i. DEATH WAS CAUSED BY. 


16. SOCIAL SECURITY NO. 


-transit permit. File pages lond2 with et rn Department of 


Health priar ta burial, cremation, or remaval, and in any event within 72 hours after death. 


as . CHIEF MEDICAL EXAMINER [7] 
STONATURE SMwen) 1 We mip. ASSISTANT MEDICAL ge | 22. DATE SIGNED 
EXAMINER'S DEPUTY MEDICAL EXAMINER 
NAME (Type) Edward F. Milson, M.D. Address (Street, city, town, or county) _Octo 


2b. DATE We) AME i CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
He  Nitonn | Laltimoze A 
2So. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 


£ = rt DIRECTO! tft. 
VR ATSME ( 
: 


%o, BURIAL, CREMATION, 
eure specify) 


the funeral director. Page 4 should be farworded ta the Chief Medical Examiner's Office alan 


5 may be retained far your files. 


IMMEDIATE CAUSE (0) __ Artterdosclerotic Cardiovasc 
ard DUE TO 
2 Conditions, if ony, which gove b) 
oa rise to immediote couse (0), DUET 
o stoting the underlying couse 0 
é testy & ) 
= zz | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 19. WAS AUTOPSY 
g ; CONTR EU NGal DEAN 
3 | s YES no (J 
Ss 
= = | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B) 
2 & | PRIMARY Cl or CONTRIBUTING 1 
3 & | CAUSE OF DEATH. 
ree S [20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (tate) 
@ 2 Hour o.m. wile Not While foctory, street, office bldg,, etc.) 
i otwork LJ ot work oO 
fe DA) certify that | toak chorge of the remains described abave, held on Autopsy [X], Inspection ["], Inquiry [_], and in my opinion 
fe death resulted fram: Accident Suicide Homicide Undetermined manner 
S i f i 
= 
i=) 
= 
= 
oc 
& 
z 
— 
2 
° 
e 


MARYLAND STATE DEPARTMENT OF HEALTH 
« PIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


T3740 CERTIFICATE OF DEATH LT74 


1, PLACE OF DEATH 
a. COUNTY 


CARROLL CoO, MARYLAND 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Ib 
write RURAL and give neares! town) 


WEEST 13d ng FE 2 3 WEEK + 
ae OF HOSPITAL OR INSTITUTION (ifhot in hospital, give street address) 


; 


2, USUAL RESIDENCE (Where deceased livad, If insiitution: Residence before admission) 
2. STATE b. COUNTY 


MAR a) CARP O24. 

c. CITY OR TOWN (If 0 ja corporate limits, writa hts giva ale 

LES METER, _ RT 7 a ] 
REET. SILI ‘| a. 1S RESIDENCE 


CARROLL Co, GEwEeRAL A1oSATA Pricer)” | wsffNo 


| 3. NAME OF First : Middle Last j 4 ee Month “Year 
DECEASED | 


(Type or prin) WINF/ELD SCOTT Sviliyp SEATH OCF 2g 19 67 
5. SEX 6. COLOR OR RACE) 7, mARRIED PATNEVER MARRIED [-] | & DATE OF BIRTH %. sel Z,, UNDERT YEAR| IF UNDER 24 ARS. 
MALE WHITE ocr: my 1 Sg Days | Hours oo | oe Min. 


wivoweo [_] Divorced [_] 
10a. USUAL OCCUPATION (Give kind of oy 1Ob. KIND OF BUSINESS OR iene “ain BA CE 1 o 12. oa OF WHAT COUNTRY? 
done during most of working life, even if ratir a ge eye ap. 


Phrag, Pie Wk Arp DBL PLEASANT VALLES , ae me 


14. MOTHER'S SAM. ee 


MARY JANE TOWNEND 


ding physician and complet 


-transit permit. Then please remove carbon pape 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT Address 


| 16, SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Hyasgivewarordatesof service) 


a — 2/2. -0/-971¢ 7URS W Storr Sule WAN, Wettmpspee if 
18. CAUSE OF DEATH [Enier only ona couse per line for (a), (b), and (c). INTERVAL BETWEEN, 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (a)__ 


hoo (See oe 
Conditions, if any, which ie 4 g a a see 


gava rise to immadiate cause 
(a), stating tha undarlying DUE TO 
cause last. wi te) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
— PERFORMED? 
ves [] NO ely 


/20a. ACCIDENT WAS UNDERLYING |] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Il of item 18.) 


OR CONTRIBUTING (] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 

p.m. 19 


. | certify that (I) (this hospital) attended the deceased fro Eta 19.£>, that (1) (we) last 


20d. INJURY OCCURRED 


Whila |_Not Whila 
|a! work at work 


20e. PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) {Stata} 
factory, stract, office bldg., atc.) | 


MEDICAL CERTIFICATION 


ECTOR: After this certificate has been signed by the atten 


be retained by the hospital or attending physician. 
Should be detached for use as the burial. 


TO HOSPITAL_OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


saw the deceased alive on. i) , and that death occured ats iA Mm, from the Causes and on the date stated above. 
BETS CN as - 5 ATTENDING STAFF a a 
ia An S ra “mo. | PHYS. TL nieecror D1 Pays. 1 10 Jayper” 2. 
ae 22, PHYSICIANS 72d, ADDRESS 
wi NAME (Type) 
a ous 5, Maks Hey. m0. Sacchi At salle san oe RB: 
= mB 230, BURIAL, et PATE er 3c. NAME OF CEMETERY ORWCREMATORY Rep. SRM ciRarnen sure (Stata) 
® ..5 VAL (Specify) 
Sie fue), of 2 Me~pons BRANCH Cet WESTIOMMTER fy, 
VR AIS (4) / 2 A fear DIRECTOR'S SIGNATURE ADDRESS = w 250, REC'D BY REGISTRAR 7 “Polionbsy SIGNATU 
15M 7/61 ' 
“s a ozconales, 22d OCT 311967 a 


y 
pd 


crematian, or remaval, and in any event, w 


[ 
rb 


ransit permit. Then please remave 


igned by the attending physician and compl 


The faw requires that the death certificate be executed within 24 hours after death. 
ur 


Page 4 may be retained by the haspital or attending physician. 


id with the State Dept. af Health priar to burial, 


@ 3 shauld be detached far use as the b 


a4 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


oS 
ao 

Bi) 

sz 
er] 
2o 
ache 
oid 

VR AIS (4)| 
25M ver \ 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


374i 


CERTIFICATE OF DEATH L374 


1. PLACE OF DEATH 


———e 
2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) / 


OUNTY o. STATE b. COUNTY a 
arco MARYLAND ra la we Seatt. 
b. CITY ua . outside ke limits, . LENGTH OF STAY IN Ib c. CITY OR DOWN (If outside corporate wr write Be ond give neorest town) 
write ‘end give nearest town é 
Rue. tlle m, tid. |(Battimere Cit R/23BO 
s aa OF HOSPITAL OR janes (If nat in hospital, give street Ce) d. STREET ADDRESS @ e Wi aE 
Springtield State pe wee 908 old York we CL Wey 
3. NAME OF First Middle tost 4, DATE Month Doy Yeo 
DECEASED . 
(Type or print) LU/ /s Or) B 9 man Swas ry) Shei JOS 8 Ae F 
$. SEX 6. COLOR OR RACE 7, MARRIED [7] NEVER MARRIED oO B. DATE OF q- 9. igh { eon IF UNDER | YEAR_| IF UNDER 24 HRS. 
, t birt in, 
Male |white wiooweo [] owored | (7 -GF—- F2_ ep TE Ws. x 
100. USUAL OCCUPATION ei kind of work done 10b. KIND OF BUSINESS OR I. iets (County & Stote, a country) 12. CITIZEN OF WHAT 
during most o a lite, even if qt INDUSTRY A COUNTRY? 
aqgist Eine nee one ee oe ew Jersey “.s.A, 
13. FATHER’S ee 14. NOH MAIDEN NAME 
Nelson Seugih ‘ 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Address pf . 
(Yes, no, senioage) It yes give wor or dotes of service} dd_o G-/22 S: i tele Ths? ‘Sal Ve Gree S eck! Ve 
7 CAUSE OF DEATH (Enter only one couse per line for (ah. (b), and (c)) 7 INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (0) 


wor rf DUE TO 
Conditions, if ony, which gove (b) 
tise to |mmediote couse (0), 
stoting the underlying couse DoE Ig 
(it hie @ 


ONSET AND DEATH 


OE eh Pak * 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


PERFORMED? 


yes (] 


19. WAS AUTOPSY 


200. ACCIDENT WAS UNDERLYING C1 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port or Port Il of item 18.) 


MEDICAL CERTIFICATION 


2c. Te OF INJURY Month, Doy, Yeor 
Hour ‘o.m. 
m. 9 


sow the deceased alive on. 


21. | certify that (I) (this haspital) attended the deceased fram 


20d. INJURY OCCURRED 
While Not While 
ot work oO ot work a) 


20e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (Stote) 
factory, street, office bldg., etc.) 


, 192 /,that (I) (we) last 


19___, and thot deoth occurred ot M, from couses ond on the date stated obove. 


To, SIGNATURE—, 


Uattt Ze, Matte MO. 


ATTEN IN Oo 


22¢, PHYSICIAN'S 


miinn U4 C1 & ComaAsmM dy | 


0p. DATE SIGNED 
MED. STAFE 
DIRECTOR pays, 
TT 


[FOr Keusac Ch 2 ue 


230. BURIAL CREMATION, 
REMOVAL A Dbe ie i 
— 4 pe Ag TT 
v9 


lee dade ww) 


23b. WZ Yr oD 


3c. NAME OF CEMELEBY OR rae eh = 3d. LOCATION OP Tawn) By) Viet 


‘2Sb. REGISTRAR’S SIGNATURE 


baa 
/ 


Sales Boat rai 


The law req 


TO HOSPITAL OR ATTENDING PHYSICIAN 


uires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the haspital ar attending physician. 


ers. Pages\} 
72 haurs aft 


ilfd in by the 


B 


ae 


ing physician and campfet 


transit permit. 
, crematian, ar remava 


je 3 shauld be detached for use as the bu 
d with the State Dept. af Health priar ta burial 


i 


shauld be fi 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attendi 
directar, pa 


Bie SN Ieonerd J, Ruck Inc. Balto, Md, 
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MARYLAND STATE DEPARTMENT OF HEALTH . 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


137he CERTIFICATE OF DEATH ~ 
IS7a6 
iB Res DEATH 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
a. . STATE b. COUNTY A rf 
CARROLL MARYLAND S Maryland Baltimore.City 
b. au cP {i outside borppiets limits, ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
wri ni E 
¥ Hi ‘ 5 a sal so Ayrs -6mo : 9a s Baltimore 2) yY 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS @. 1S RESIDENC 
* . . ON A FARM? 
Springfield State Hospital 1411 Poplar Grove ves CL] woxX 
a Beals First Middle Lost 4. DATE Month Doy Year 
(Type or print) MINNIE R. TAYLOR Be ai Ocbober 25 ’ ” 6? 
$. SEX 6. COLOR OR RACE 7. MARRIED Oo NEVER MARRIED el B. DATE OF BIRTH 9. AGE {io rears IFUNDER | YEAR _| IF UNDER 24 HRS. 
: it De He 
Female White wiooweo X] owvorcto []} 8-16-84 ae 
100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of working lite, even if retired) INDUSTRY COUNTRY ? 
School teacher --- Maryland Sele 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


James Watson Martha R. Coleman 
TS. WAS DECEASED ii INUSS. ARMED FORCES? ; Te. SOCIAL SECURITY NO. | 17. INFORMANT Records address Sykesville, 
ce 


: kt If i dotes of servi 
Pei umn! [lve atewsrersorsel'“1518-01-8855 | Springfield State Hospital,Maryland 


° 
TB. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 


ve IMMEDIATE CAUSE (o) ___ Pneumonia _ 
ToT DUE TO 
Conditions, if ony, which gove (b) Acute congestive heart failure. 


tise to immediote cause (0), 


stoting the underlying couse DUE TO 
lost. 3) 
> | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) 19. RPE eel 
S sk See 
El cessintiawl. yeyehitie pba stian ws) §0 $9 
© | 200. ACCIDENT WAS UNDERLYING (2 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING CA CAUSE OF DEATH 
S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Home, form, 20. (City or town) (County) (Stote} 
s whil Not While foctory, street, office bldg, ete.) 
a p.m. \9 afore Le cise (Ea! 
21. | certify thot (1) (this haspital) attended the deceased from. =-16 19.22 Re = U= , 19.26 thot (I) (we) lost 
saw the deceased alive an — 19.67_, and that death accurred at: 50'M, fram causes and an the date stated obove. 
220, SIGNATURE: f dindad K ATTENDING MED. sTafE 22b. DATE SIGNED 
<- MD PHYS. (_oirecron C1 pas. XH] 10-25-67 
‘2c. PHYSICIAN'S DDRES Springfield State Hospital 
NAME(ype) Irfan,Esendal, M.D. P 
230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY b 23d. LOCATION (City or Town) (County) (Stote) 
REMOVAL (Specify) = Balto Ma 
B A 0/25/6 woodlawn om = id ee 
24, FUNERAL DIRECTOR ADDRESS 2S0. REC'D BY REGISTRAR 28b. RAR'S SIGNATYRE ‘ 


mO CT 30. 196 Pf 


=I 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


a 
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~ 
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“S 
aS 
= 


24 hours after deoth. 


Pp 


arban Aa’ 


, and in any eveni 


then pleose remove 


, cremation, or removal 


igned by the attending physicion ond coi 
-tronsit permit. 


The low requires thot the deoth certificote be execute 


MEDICAL CERTIFICATION 


After this certificote has been si 


le 3 should be detached for use os the buriol 


filed with the State Dept. of Heolth prior to buriol 


fh 


pP 
je 


4 oa De yryy ate 
13742 CERTIFICATE OF DEATH L3VaY 
~ PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUN . ST b. COUNTY 
SALROLL aRrLAND MARYLAND CARROLL. 
b. cy ono a outside corporate limits, ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
write ond give neorest town’ 
FL CURT» Rr / tL D Fs FINKE BURG RTH 2 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS FS RETDENCE 
LAWNDALE j2OAD LAW WVDALE ROAD vs CL) No 
- NAME OF First Middle Lost 4. DATE Month Doy Year 
‘ 
(Type or peitt) Arlt SPRY TRovT | bina OCT. 0G 
5. SEX 6 COLOR OR RACE 7. MARRIED (Z4~ NEVER MARRIED [_] | B. DATE OF BIRTH 2 is (ane 
10" 
FEMALE WANE \ woowo O porto (| SEPT 6 /V. TE Za. aH 
Oo, USUAL OCCUPATION (Give kind of bar done Tob. KIND oF BUSINESS OR 1 PES (County & Stote, or foréign country) 12 CIMZEN OF WRAT 
uring most of working life, even if retire INDUSTRY 
Keb =~ WIE KEDELICK Co. Np Ut G - 
3. FATHER'S NAME 14, Fie MAIDEN NAME 
JoHW BYAR. JOSEPHINE WEP ZEL 
i Was Del ASE BEAU ABA ORES? cg) 1: SOCIAL SECURITY NO. 17. INFORMANT Address 
es, NO, or unknown, yes give wor OF do! les of service, 
t 2/3 - 26-05" th, SAQES A TROUT FINK BURG R7H#2 Sip 
1B. CAUSE OF DEATH (Enter only one couse per ling for (0), (b), ond (c).) INTERVAL BETWEEN 
PART t. DEATH WAS CAUSED BY: Cr (De ONSET, AND DEATH 
IMMEDIATE CAUSE (0) A AL IAAI OLA INE fa te? * 


DUE TO P a. 
Conditions, if ony, which gove b) (Chea Vy Vv Ys 040 
tise to immediote couse (0), 
stoting the underlying couse 


grime ictgcen | Ontaner - Jebrn-C~Vi Omeoas. | 04. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) pgs Sone, 
yes (] No (] 
‘200. ACCIDENT WAS UNDERLYING 1 205, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED. 0c. PLACE OF INJURY (Home, form, | 20% (City or town) (County) (Store) 
Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 19 atiwnrkileal rena. tL] re 
21. | certify that (I) (this hospital) attended the decgosed from. -93O 1977 to 4B = WUT that (we) last 
saw the deceased alive an__f O—- ¢ 19 , and that death occurred a¥@;4d% M, from couses ond an the date stated above. 


‘220. SIGNATURE 22b, DATE SIGNED 


bieecror Cope 0 Lo-U-bF 


ATTENDING 
PHYS. 


‘72d. ADDRESS 


MD. 


MQ. PH ‘GANS 
NAME (TyPe) M. CePorterf: 


230. BURIAL, CREMATION, 2b. DATE THEREOF 


Poge 4 may be retained by the hospital or ottending physicion. 


should bi 


TO HOSPITAL OR ATTENDING PHYSICIAN 
director, 


TO FUNERAL DIRECTOR: 


n< 


Bs 
as 


eg 


=> 


OF CEMETERY @ReGREMAIORY 


23d. LOCATION Mee or Town) (County) (Stote) 


i 
Sipnay” | 007, 15,067 | AVARCRE! LRSM ASERE CARCI bo, 
2A FUNERAL DIRECTOR 0 ADDRESS So, RCD BY REGRTRAR 7 Bb, REGISTRAR’ gp 5) 
ah he S 72AG62, YE inde foe OCT 16 1967 fers JOG . 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 


+ 


5s Bz Bee 

= 33 1 nea oF BA 2, USUAL RESIDENCE (Where deceased lived, If inslilution: Residence belore edmi 
52 re 

Shes Carroll cape ° STATE Maryland re —— v 

2 ey s ee —_—— 
ee, b. CITY OR TOWN (if outside corporete limits, ©. LENGTH OF STAY IN ib ©. CITY OR TOWN (if outside corporete limits, wrile RURAL end give neerest town) 
iA a a write RURAL and give nearest town) 

S -§ Westminster Baltimore - BOawe 
£ ¢ 7 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) 4. STREET ADDRESS S_ RESIDENCE 
ES “ ON A FARM? 
B t Carroll Comty General Hospital 4152 Parkside Drive ves [] no [X 
3s . NAME OF First Middle = Last | 4. DATE Month Dey Yer 
5 38 BECERSED oF 
or prin 
g cos Mo LULA M. WGER DEATH =October 24, 19 67 
8st 5. SEX %. COLOR OR RACE|7, maprieD |X] NEVER MARRIED @. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 

3 28 = ny oO last birthday) |"Months| Deys | Hours | Min, 
eee Female White wivow[] ovorceo[]| Jan. 3, 1908 59 ova. | | 
® &e8e Wa. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
S > | 
# 836 done dpring 1 of working life, even if retired) 
§ Bee one 7 Maryland a U.S.A. 
2 age 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= an . 
§ gz William Beck Augusta Bettien 
o §¢ Ld ie WAS Rie fies IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT £ Address a 
£ £23 es, no, or unkown) | (IFyesgivewerordetesofservice) 
z 28 No x Elliott F. W. Unger, 4152 Parkside Drive 
fetes |] 18. CAUSE OF DEATH [Enter only one cause per or (a). (b), end (c).]) INTERVAL BETWEEN 
” 
SoBe 5 PART I. DEATH WAS CAUSED BY; Pra 
cash IMMEBIATEXCRUSE:(s) 2 Rs _ es 4 = = 
SE5a5 4 . 
fanned DUE TO 
pecs E Conditions, if eny, which (b) Tht _ 
oe3es gave rite to immediate cause | a — > “asa 
£25 5— {e), steting the underlyin ‘* 
Feuas , 9 Lark BreLa' 2 
ot e's ase lest ) Lhearke Deere = wae | 

Seta z PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 

28eeo 2 maa oe PERFORMED? 
Ose, NS vs [] No [7 

= = — 

Besse & 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Por Il of iter 18.) 
oud & | OR CONTRIBUTING (] CAUSE OF DEATH 
waters & | (WF EITHER, NOTIFY MEDICAL EXAMINER) 

EDS = a 
OFsee 3 | Z0c. TIME OF INJURY Month, Day, eer | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, 20f, (City or town) (County) (Stete) 
Bo ae Hour @.m. While Not While factory, street, office bldg., etc.) 
eee 8 ey 19 et work [_] at work H 

A a 
H 2088 2). | certify that (I) (this hospital), attended the deceased from LOf Pedi. oi IRs NC: OP Nf «1 196.9, that (I) (we) last 
<8 OS 2 saw the deceased alive on.... 10/24 fa AG E.,, and that death ofan oid ..M, from the causes and on the date stated above, 
G Bo Ch TELE, ATTENDING MED, STAFF Ee SIGNED, 
fs ; 
: ie Sh Sas mo. | PHYS. [a}-—onector [] Pays. [1] taf yer 
a8 ge YSICIAN’ 5 “; 4G, fa 22d, ADDRESS . 
= a = NAME (Type) 4 
Ste ONW S HaRs ney, pe D| Vn He ee 
exe z= 23s, BURIAL, CREMATION. 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town or county) ~ {Stete) 
ss VL pene 
9° Q=s Buri 10/28/67 Baltimore Cemetery Baltimore, Md. sy 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATU 
9 ry 
1sm 7/61 Ullrich Feral Home 4210 Belair Road. oae MET 27 1967 fete lg d 


24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


The fow requires that the deoth certificate be executed wi 


Poge 4 may be retained by the hospitol or ottending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


85 


im 
> 


Li 
era 


léd in by the fun 


Ty. 
ly fi 
aie 


igned by the attending physician ond completel 


ts 


leaf! 


jopers. Pages 1 on 
2 hours ofter d 


‘orb 


, and in ony event, 


Then please remove ¢ 


remation, or removal, 


tonsit permit. 


director, poge 3 shauld be detached for use os the buri 
should be filed with the Stote Dept. of Heolth prior ta buri 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


13745 ; CERTIFICATE OF DEATH 13'749 


2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission} 


1. PLACE OF DEATH 


0. COUNTY os / 
arrvo / MARYLAND 


o. STATE 


b. COUNTY 
arg land Carre 
©. CITY OR TOWN (If oufside corporote limits, write RURAL ond give neorest town) 


b. CITY OR ed (i outside corporote ae . LENGTH OF STAY IN Ib 
write RURAL ond give neorest town) + 
[Manchestey JF Mal s Rurel Finks bar C 


d, NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) e. IS RESIDENCE 
1 . ON_A FARM 


if 


d. STREET eee) és 
a 
j ie View ursing fhome Fic Cute of ves [] No 
3. NAME 3 First Middle Igst 4, DATE Month Doy —_‘Yeor 
ECEASED j - OF 
Nee or print) GCG rqIl]|e Le Wave hcg 2 DEATH Bat AGS 19 67 
S. SEX 6. toe RACE 7. MARRIED [—] NEVER MARRIED [_] | 8._DATE OF BIRTH 9) Fie? In Yeors TF UNDER 24 HRS. 
y) ne 5 ~ 
male | Loki te | mono pt onmco £1) Ja 22,12 78| Sepa [em Pe |e | 
Wo ae 0b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & Stote, ot foreigh country) 72. para o WHAT 
luring most pf working life, even if retire INDUSTRY ? - 
oe use etfs Carrel Cunt, Marg liad ASA. 
13. FATHER'S NAME , 14, MOTHER'S MAIDEN NAME 7 
Be, Ami Byers ei bas Dicks Safe. 
IS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
sl of service} M-AL fli This Lurehkine Box “9 Chin A js Pcl, 


INTERVAL BETWEEN 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) as 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 
DUE TO 
Conditions, if ony, which gove () 
tise to immediote couse (0), 
stoting the underlying couse 
is eo 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 
ves[_] NO G} 


200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 

OR CONTRIBUTING CI CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Hour o.m. While oO Not While oO fottory, street, office bidg., etc.) 


= 
S 
2 
Ss 
PA 
8 
3 
8 
= 


pm. \9 ot work ot work 


21. U certify thof{f (this hospitol) ottended the deceosed from_’7 727 1947 ,t.f/P7 / , 9G, thotQi (we) lost 


sow the deceosed olive on. LOL LO WL Z. ond thot deoth occurred ot , from couses ond on the dote stoted above. 
220. SIGNATUR| j 
ATTENDING ‘MED. 
LU ‘ [ { mo. PHYS. Co pirector 


Te. PHYSICIAN'S Tid. ADDRES 
NAME (Type) W } 


0 Ard. 
230. BURIAL, CREMATION, 23. DATE THEREOF 23c. NAME OF CEMETERY GR-CREMATORY- 23d. LOCATION (City or Town) (County) (Stote) 
PR YOK LC 2 | VR bt BORNE Oiazeco bereits L2). Pood. 


@, INERAL DIRECTOR ARDRESS 250. REC'D BY REGISTRAR. 2Sb. REGISTRAR’S SIGNATPRE 
MS D2) , Abotranalt,,, 772-4 _\wOCT 16 1964 £ onbay 


v7 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


ician and co 
lease remove 


ed by the attending phys 
ansit permit. Then 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev: 


Page 4 may be retained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13745 CERTIFICATE OF DEATH azz 
1, 2. OU ea 2, USUAL RESIDENCE (Where deceased oe Ae ie Residence ey 
oll arity “May and Garrett 
b. sree pr engage els limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
wills byre. 5 Mo 1) fa) Real XOMMH Lonacening, Mde Tl 
its OF HOSPITAL ie TRETTOTION (if not In hospital, give street eddress) | d. STREET ADDRESS e. Eee fe ie 
Springfield State Hospital avilton. grea, esa 
. Fens First Middle Last 4 ree Month Day Year 
(ype or print) Blige Katherine (Evans ) Warnick DEATH 10-15 1967 
5. SEX 6. COLOR OR RACE | 7. marRIED (ey NEVER MARRIED [_] 8. DATE OF BIRTH 


9. AGE wthaey3 IFUNDER 1 YEAR|IFUNDER 24HRS, 
ja) 
hyn9-91 ii a perth] Days | Hours | Min. 


11, BIRTHPLACE (County & State, or foreign country) | 12. ae WHAT 


F white | winoweo%] DIVORCED [-] 


10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


borer Cotten West Virgina 
13. Stor 14. MOTHER’S MAIDEN NAME 
ANordhan “evans MintySchell 
Gp, HAS DECEASED EVER INU'S- ARMED FORCEST y], 3 SOCTALSECURITYN, | 17. INFORMANT ‘Address 
We | P20=10=2932 Springfield Hospital Records Sykesville 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ‘ NSC aaa 
IMMEDIATE CAUSE (a)_Heart failure weeks 
pueto Coronary artery disease with oid 
Conditions, If any, which ). myocardiat infarct. Years 


gave rise to Immediate 
ceuse (a), stating the DUE TO 
underlying cause last. 


factory, street, office bldg., etc.) 


(c). 
3 PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH aura LA, rohaaa TERMI LO aa INPART 1(a) 19. Waser ey 
= CBS Assec. With Cebe reaction A Or 
= 20a. ACCIDENT WAS opi SERS) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Ii of Item 18.) 
| OR CONTRIBUTING (7) CAUSE OF 
@ | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Fa 
= 


Hour e.m. While — Not While 
p.m. 19 at work L] at work =] 


21. | certify that % (this hospital) attended the deceased from 19, , to. _, 1998, that) (we) last 
saw the deceased alive o 19_67, and that death oocurred atkL@_M, from the causes “and on the date stated above, 
22a. SIGNATURE 2b. DATE SIGNED 
Pave “© 7) Bineoror C1] Prive [3b 
220. PHYSICIAN'S 22d. ADDRESS Springfield “tate “Hos: ital 
ae 
NAME GP) Orlando Cabrera, M. D. | vkesville, A 


23a. aan CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town Fount) co.” 


BUPPRYS™ | 10/19/67 Nethken Hill cemetery [mix garden,Mineral Co. y, 


24. is oe DIRECTOR Braine a 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
oe Lidl hack Ear lies gstmmi liek a ; ae eO0CT 19 oS Poor 


M.D. 


y 


The law requires that the death certificate be executed within 24 haurs afte; 


TO HOSPITAL OR ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


7 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS 8. BRRIDNCE 
a . Z . - 4 
19 Springfield State Hospital 1410 Morling Ave. ves L] no Gl 


2 ONZE: es 

13747 CERTIFICATE OF DEATH USoU 
fe T. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 

oo o. COUNTY a. STATE b. COUNTY ey J 

ie arroll MARYLAND Maryland 4: ~Gi 

23 b. CITY OR TOWN {If outside carparate limits, . LENGTH OF STAY IN Ib «, CITY OR TOWN {If autside corparate limits, write RURAL and give neorest tawn, 

25 { P 

=5 gis RURAL on. sive nearest tawn) 1 4 ye. 

=o ‘kesville BSyrs.6mos.3wkp. Baltimore 50-9 


itd in b 
in papers. 


and in any everit,.within 72 haurs after death. 


ie" 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
3 DECEASED _ OF 
\ 35) {Type or print) WEISE DEATH OCTOBER W 6 
Fe S. SEX 6. COLOR OR RACE 7. MARRIED [—] NEVER MARRIED 8. DATE OF BIRTH 9. AGE fr yeors _IFUNDER | YEAR J IF UNDER 24 HRS. 
ee 16222 Oly jost birthday) | Manths | Doys | Hours ] Min. 
ene Male White wipowed [1] pivorceo [] com is. 
se 10a, USUAL OCUPATION (Give kindof wark done Tob. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country) 72, CITIZEN OF WHAT 
coe ores of working life, even if retired) INDUSTRY Maryland WN 
eB2o abore eDelie 
33 
Sas 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= Ss : : . 
Bae Christian E. Weise ora Bald 
2 ine i WAS DECEASED ats US. ARMED FORCES? © 16, SOCIAL SECURITY NO. 17- INFORMANT Address 
= ‘es, na, ar unknawn) |(If yes give war ar dates af service] - F ‘ 
2es No 579-01-0972 Records, Springfield State Hospital 
= 2 1B. CAUSE OF DEATH (Enter only one couse per line for (o}, (b), ond (c).) INTERVAL BETWEEN 
so : i 
ones PTL DEATH WA MEDIATE GUSE (o)_ReCent myocardial infarction 
les ee ¥204 DUE TO 
ges Conditions, if any, which gove ¢)_ Coronary artery thrombosis 
6 222 rise to immediote cause (0), DUE TO 
Pees stating the underlying cause 6 
§ 822 i) 7. = | eo (9__Bronchopneumonia 
2235 c= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 19. WAS AUTOPSY 
es So 2 f 2 “s 
= e225 (|Je| Manic depressive reaction, other v5} yo 
= ese = | >, ACCIDENT WAS UNDERLYING 2b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | ar Part ll of item 1B.) 
2255 © | OR CONTRIBUTING LJ CAUSE OF DEAT 
SESS | UFEITHER, NOTIFY MEDICAL EXAMINER) 
2288 | 2c. TIME OF MAURY’ Month, Do, Year 20K, IURY OCCURRED. 0e. PLACE OF NIURY (Home, farm, 204. (Gy town) (County) (Store) 
2£o a four “a.m. While Nat While foctary, street, affice bldg., etc.) 
= S25 *. p.m. 9 Btwn licrwek LD 
mae 21. 1 certify thot (I) (this haspital) attended the deceased from__jj=-19=28 oho: be Om-22-6/ 19__, that (I) (we) lost 
283 saw the deceosed olive onLO-22-f7 19 , and that death occurred at! ° tram causes and an the date stated above. 
Sect 220. SIGNATURE is 2b. DATE SIGNED 
Eid ( / Wt Z Z > Z ATTENDING MED. STAFF 
BR es Go OL Lz MD. PHYS, Cl diecror CO pis GR] 10-23-67 
SSS Zc, PHYSICIAN'S 4 ; - md. ADDRESS “Springfield State Hospita 
feo" | NAME(Tyee) Octavio A. Ruiz, M. D. Sykesville, Maryland 
ee at 
3223 Bo. BURIAL, CREMATION, 3b. DATE THEREOF Zc. NAME OF CEMETERY, OR CREMATORY 734, LOCATION (City or Town) (County) (State) 
S2Pee REMOVAL (Spect we 
eae fReripssredty | /0-aS-CP7| Loudon “4 AAT IM ORE 
J 


2Sa. REC'D BY REGISTRAR ‘2Sb. REGISTRAR’S SIGNATURE 


oe OCT 25 W967 f 


24, FUNERAL DIRECTOR * ADDRESS 
are Gv RGLE, Fei ERAL ome 363) Al 
X OSE yp eS a Be 


a 


HEALTH DEPT. 


TO DEPUTY 2. EXAMINER: This certificate shauld be executed within 24 hours ofter deoth. ®... is 


uifne © 
OR STA 


the funeral director. Poge 4 should be forworded to the Chief Medical Exominer's Office olong 4 
!th prior to burial, cremotion, or removol, ond in ony event within 72 hours ofter deoth. 


5 may be retoined for your files. 
TO FUNERAL DIRECTOR: Poge 3 should be used os 0 buriol-transit permit. File pages |and2 with the 


necessory, please execute the certificate, writing the word “pending” in pencil in Item 18. Give 


VR ASME (! 
6M 1/67 


Yy 


$3 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH ABTV92 


1, PLACE OF DEATH 


2. USUAL RESIDENCE (Where decoosed lived, if institution: Residence before odmission) 
MARYLANO. 


0. COUNTY o. STATE b. COUNTY 
Carroll Md. Carroll 
B- CTY OF TOWN (outside corporate Tis, © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporate fimits, write RURAL ond give neorest town) 
write RURAL ond give neorest tawn| 
Hampstea Hampstead 06 
@. NAME OF HOSPITAL OR INSTITUTION (If not in hospitof, give street oddress) STREET ADORESS 2 RESDENE 
119 N. Main Street 119 N. Main Street wes C] No D 
3. NAME OF First Middle lost 4 DATE ‘Month Ooy “4 
y F = 
(Type or print) HOMAS HAKK/SO SNE: DEATH (ag 25 1 é7 
3. SEX @ COLOR OR RACE | 7. MARRIEO fe] NEVER MARRIED 8 DATE OF BIRTH o iE ei FUNDER 1 YEAR [IF UNOER 74 HRS. 
: irthdo: Mi 
Male White wioowto [J ovorced []} August 32, 1914 ie a 
10a, USUAL OCCUPATION (ive Kind of work done Tob. KINO OF BUSINESS OR 11. BIRTHPLACE (Slate or foreign Bs. V2 TER OF WAT 
i waves Herceee teed INOUSTRY COUNTRY? 
weenag worl Oper e, rarer retired) cals Yuction Balto. Co. Md. 
13, FATHER'S NAME Ta, MOTHER'S MAIOEN NAME 
William H. Wisner Kathryn Hedrick 
i —— US. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
85, NO, OF UNKNOWN, yes give wor or lotes of service! 
Yes 212-16-0996 |Mrs. Edna E. Wisner Hampstead, Md. 
18. CAUSE OF DEATH (Enier only one couse per line fp¢fa) pee ond (c).) kg 7 ae ETREEN 


PART |. DEATH WAS CAUSEO BY: 
IMMEDIATE CAUSE (0) 


sacha ipo? 


21. [certify thot | tack charge-o 


77/6X OUE To —# 1 al, 

Conditions, i ony, which gove ) Lect CY 

tise to immediote couse (0), DUE TO 

stoting the underlying couse 

lost. ye - a ( 
ce | PART ff. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o W Wie Tors 
3 
= ves [] NO y 
= J 200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCU ort} o1 sib 18 
& | PRIMARY BX] or CONTRIBUTING C3 
& | CAUSE OF DEATH 
= 2c. TOME, OF INURY Month, Doy, Yeor OdANYURY OCCURRED We. ie OF INJURY (Home, form, fF _(Cily or town f (ily or town) (Cppnty)—=Ss~C*C*~« Soe) rete) 
2 - 4g | Wee Nor While tgctory, street, office bldg, et 2 Leon 
Eg eo" mm POZS vOF\ tile, NN ee a Z Ga Md 


hecemains described abave, held an Autapsy [_], inspection PJ, inquiry (_], and in my apinian 


io. ASSISTANT MEDICAL EXAMINER [_] 


death resulted from: tay ident (], 
ACTUAL f 
SIGNATURE { f- eZ AOL. 
EXAMINER'S. 
NAME (Type) 


Suicide w. Homicide (}, Undetermined manner 
32. DATE SIGNED 
/0-Z2 Le 


DEPUTY MEDICAL EXAMINER 
bbe byonae 


230, BURIAL, CREMATION, 
REMQVAL. if 
Burma” 


23b, DATE THEREOP 


Oct. 26, 1967 


,! CHIEF MEDICAL EXAMINER o 
(County) 


NAME OF CEMETERY OR CREMATORY 


baltimore National 


Bd LOCATION (City or Town) 
Re. a 


(Stote) 


24. FUNERAL DIRECTOR 


Tipton-Eline Funeral Home 


| Lalisio 23x. 
ADDRESS 
Hampstead, Md. 


25, REGISTRAR'S 1 eed 


2S0. REC'D BY REGISTRAR 
ary 1967 


“? 


MARYLAND STATE DEPARTMENT OF HEALTH 


] DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
ae 427 4 gq 4 
: 1det4 CERTIFICATE OF DEATH 13793 
< 
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
3 0, COUNTY 0, STATE b. COUNTY oy 
3 Carroll MARYLAND Maryland ‘Allegany 
= b. CITY OR TOWN (If outside corporote limits, c. LENGTH OF STAY IN Ib « CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
3 
a write a ond give neorest town) 3a R 1 , Cumberland ° 
2/2 Ruoral-- esville ay. lm. e ure umber lan y: 
= R= 54) d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress| , STREET ADDRESS @. |S RESIDENCE 
3 pitol, gi 
x dz 7 ea 
i=) ! ine e ate 5 Nl 
e\28 pring d Hospite - = 
= >Ss 3. NAME OF First Middle Tost 4. DATE Month Day Year 
a sa se Eivpe a Pring] Miechae NAN Yatehysh: beara 0 8 96) 
2 Eo = 5. SEX 6, COLOR OR RACE 7, MARRIED oO NEVER MARRIED O 8. DATE OF BIRTH th heal In yeors IFUNDER | YEAR _[ IF UNDER 24 HRS. 
2 Boo lost, fio Months | Doys Min, 
i oe EE wipowen [yf Divorced [(] 627-8h? [827 8i2 ys. 
2 ae 2 i 10b. Fee aS OR TH BIRTHPLACE (County & Stote, or foreign country) 12. REN WHAT 
ray f 
2 88 Ukraine 3A 
= gas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME Ss m , 
= lade 5 
§ 256 | 26 27 COPMerine e/nehrK 
< £8 1S. WAS DECEASED EVER IN USS. ARMED FOR 16, SOCIAL SECUR iY my 17 ANFORMANT Address 
3 eo s (Yes, no, or unknown) |{If yes give wor or oy of Service) PE 
= 26: he pene-7?” | Springfield Hospital records, Sykesville 
= me ag 18. CAUSE OF DEATH (Enter only one couse per line for (0), (b}, ond (c).} Teen i EN 
ae eae PART |. DEATH WAS CAUSED BY: 
B.3s5 IMMEDIATE CAUSE (0) 
poss x DUE To 
2288 Conditions, if ony, which gove (b) 
= = ? 
Face 222 Ms to immediote couse (0), DUE To 
~¥Oecod joting the underlying couse 
2 fT last. ah a (9 
S2e2,8 — 
oS “es PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 19. WAS AUTOPSY 
25 Ber S —— PERFORMED? 
e522s 5 Chrenic brain syndrom S see ed i b * : 5 ashs ves) NO 
ine = ) a ; 
Zc St = || 200. ACCIDENT WAS UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (E re Part J! of lames | 
i eS Seer a 
aeses ST (rer ‘AL EXAMIN 
== ee S | 0x TUME,OF INJURY ‘onth, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20f (City or town) (County) (Stote) 
e2£s50 a] Hour ‘o.m. While Not While factory, street, office bidg,, etc.) 
e= sue p.m 9 atwork L] otwork CI 
pag 225 21. U certify that #1) (this hospital) attended the deceased from 6/25 /6 ; 0/28 , 1967, that &) (we) las 
me ese saw the deceased alive an ofa 197, and that death accurred saa fram causes and on the dote stated above 
6 zeset 20. SIGNATURE ‘ivan an 2b. DATE SIGNED 
Se aoe PHYS.  Biktcror Cl pas 
off | ; 22d. ADDRESS 
Ze2k5 | ue ran Springfield State Hespital 
eee 2 Ramen P,lLepez 
So.Zes 0, BURIAL, CREMATION, 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMAT| by 23d, LOCATION (County) ve 
zS2e5 PEMOVAL(Specjy) “ L 
efss* | LUMA fé- 3-67 220 gnhel a Mey lo MOR 
= 


24. FUNERAL a7) ADDI 2S0. REC'D BY REGISTRAR sTRAR'S PAGNATYRE 
Bee | Alou . Hayht- Ayla , Yi. ave ah Sage 
ert! 


